The Lived Experience of Hallucinations in Adults with a Diagnosis of Schizophrenia: A Phenomenological Study by Manturuk, Christine L.

  
 
The Lived Experience of Hallucinations in Adults with a Diagnosis of Schizophrenia: 
A Phenomenological Study 
 
A Thesis 
Submitted to the Faculty 
of 
Drexel University 
by 
Christine L. Manturuk 
in partial fulfillment of the  
requirements for the degree 
of 
Master of Arts in Art Therapy and Counseling 
September 2015 
 
 
 
  
 
 
 
 
 
 
 
 
 
© Copyright 2015 
Christine L. Manturuk. All Rights Reserved. 
	  	  
ii	  
Dedications 
 
This thesis is dedicated to all individuals who have experienced hallucinations, that your 
experiences and you are better understood. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
	  	  
iii	  
Acknowledgements 
 
Thank you to advisor, Dr. Betty Hartzell, for your guidance through this thesis process, 
for the dedication of your time, for your commitment to countless thesis meetings, and for your 
patience through it all.  
Credit for the completion of this thesis goes to committee members, Dr. Lisa Schmidt and 
Dr. Girija Kaimal. I am especially grateful to you both for your perspective, feedback, and 
donation of your time. Thank you both.  
There is one therapist at the recruitment site who I must acknowledge for her unlimited 
energy and emails regarding approval of this study, help with distribution of recruitment flyers, 
and invitations to several morning meetings. I cannot name you due to confidentiality, but I thank 
you for your help. 
Pam and J-49, without your input, this study would not be possible. Thank you for your 
trust in sharing so much in so little time. 
Friends and family, thank you for supporting me before, during, and after this 
undertaking. Thank you Dad for reading this thesis, asking questions, and for your suggestion of 
the word cacophony. 
 
 
 
 
 
 
 
 
 
	  	  
iv	  
Table of Contents 
 
List of Tables .............................................................................................................................  ix 
List of Figures ............................................................................................................................  x 
Abstract ......................................................................................................................................  xi 
CHAPTER 1. INTRODUCTION ..............................................................................................  1 
CHAPTER 2. LITERATURE REVIEW ...................................................................................  8 
             A.  Schizophrenia .........................................................................................................  8 
1. Diagnostic Criteria and Symptoms ...........................................................  8 
2. Experience of Schizophrenia ....................................................................  10 
3. Observed Behaviors of Schizophrenia ......................................................  11  
4. Prevalence and Statistics  ..........................................................................  11 
5. Risk Factors ..............................................................................................  12 
6. Historical perspectives ..............................................................................  13 
7. Etiological theories ...................................................................................  13 
8. Current treatment of Schizophrenia ..........................................................  15 9. Schizophrenia Recovery ...........................................................................  17	  
B. Hallucinations ..........................................................................................................  18 
1. Overview ...................................................................................................  18 
2. Schizophrenic Auditory Hallucinations ....................................................  19 
3. Treatment of Schizophrenic Hallucinations  ............................................  20 
4. Medical Interventions ...............................................................................  20 
5. Psychotherapeutic Interventions ...............................................................  21 
6. Peer Support ..............................................................................................  22 
C. First-hand accounts of schizophrenia and related hallucinations ............................  23 
D. Phenomenological Research ....................................................................................  28 
	  	  
v	  
1. Overview ...................................................................................................  28 
2. Phenomenology of Schizophrenia ............................................................  28 
3. Phenomenology of Hallucinations ............................................................  30 
4. Impact of Social and Cultural Context .....................................................  30 
5. Hallucinations Content Described ............................................................  32 
6. Clinical Implications .................................................................................  32 
E. Art Therapy Research of Schizophrenia and Hallucinations ...................................  33 
1. Art Therapy ...............................................................................................  33 
2. Art Therapy and Schizophrenia ................................................................  34 
3. Art Therapy Treatment for Schizophrenia: Reality Orientation, Structure, 
Trust, and Empathy ...................................................................................  35 
4. Group Art Therapy for Schizophrenia ......................................................  36 
5. Features of the Artwork ............................................................................  37 
6. Therapeutic Benefits .................................................................................  38 
7. Research on Art Therapy and Schizophrenia ...........................................  38 
8. Artists with a Diagnosis of Schizophrenia ................................................  41 
9. Phenomenological Study of Art Therapy and Schizophrenia ...................  42 
10. Phenomenological Study of Art Therapy and Schizophrenic Hallucinations 
........................................................................................................................43 
F. Chapter Summary .....................................................................................................  44 
CHAPTER 3. METHODOLOGY .............................................................................................  46 
A. Design of the Study ................................................................................................   46 
B. Location of the Study .............................................................................................  46 
C. Time Period for the Study ......................................................................................   46 
D. Enrollment Information .........................................................................................  46 
E. Participant Type .....................................................................................................  47 
	  	  
vi	  
F. Participant Source ..................................................................................................  47 
G. Recruitment ............................................................................................................  47 
H. Participant Inclusion Criteria .................................................................................  48 
I. Participant Exclusion Criteria ................................................................................  48 
J. Investigational Methods and Procedures ...............................................................  48 
1. Instrumentation .........................................................................................  48 
2. Data Collection .........................................................................................  48 
3. Data Analysis ............................................................................................  52 
K. Operational definitions of terms, concepts, and variables .....................................  54 
1. Schizophrenia ............................................................................................  54 
2. Auditory Hallucinations ............................................................................  54 
L. Possible Risks and Discomforts to Participants .....................................................  55 
1. Special Precautions to Minimize Risks or Hazards ..................................  55 
CHAPTER 4. RESULTS ...........................................................................................................  56 
A. Overview ................................................................................................................  56 
B. Participants .............................................................................................................  56 
C. Data Collection ......................................................................................................  56 
D. Analysis of the Data ...............................................................................................  57 
E. J-49 .........................................................................................................................  59 
1. Themes from art making process ....................................................................  60 
2. Themes from the open-ended interview ..........................................................  66 
3. Textural Description ........................................................................................  71 
4. Imaginative Variation in words .......................................................................  73 
5. Revised Themes ..............................................................................................  74 
6. Structural Description ......................................................................................  76 
7. Drawings including Imaginative Variation .....................................................  78 
	  	  
vii	  
F. Pam ........................................................................................................................  82 
1. Themes from art making process ....................................................................  83 
2. Themes from the open-ended interview ..........................................................  89 
3. Textural Description ........................................................................................  95 
4. Imaginative Variation in words .......................................................................  98 
5. Revised Themes ..............................................................................................  100 
6. Structural Description ......................................................................................  102 
7. Drawings including Imaginative Variation .....................................................  104 
G. Composite Analysis ...............................................................................................  109 
1. Composite Themes ..........................................................................................  110 
2. Composite Textural Description .....................................................................  124 
3. Composite Imaginative Variation in words .....................................................  127 
4. Composite Revised Themes ............................................................................  128 
5. Composite Structural Description ...................................................................  129 
6. Synthesis ..........................................................................................................  131 
7. Composite Imaginative Variation  ..................................................................  132 
CHAPTER 5. DISCUSSION ....................................................................................................  133 
A. Overview ................................................................................................................  133 
B. Descriptions of Findings ........................................................................................  134 
1. Confusion, doesn’t make sense and want to figure it out ................................  135 
2. Desire to escape and to isolate away from others ...........................................  135 
3. Difficulty in communicating about the experience .........................................  136 
4. Extra perceptions in addition to perceptions of a shared reality .....................  136 
5. Flexible and ambiguous content ......................................................................  137 
6. Involvement of different senses and/or multiple senses ..................................  137 
7. Loss of ability to fully orient to a shared reality .............................................  138 
	  	  
viii	  
8. Loss of autonomy requiring assistance and care .............................................  139 
9. Medication and coping strategies ....................................................................  139 
10. Past experiences effect on quality of hallucinations .......................................  141 
11. Problem and something wrong/illness/punishment .........................................  141 
12. Rarely talked about because of fear of judgment from others ........................  142 
13. Unpredictability, sometimes leading to paranoia ............................................  142 
C. Aspects from the art making process .....................................................................  143 
1. Interpretation of drawing directives .................................................................  144 
D. Clinical Implications ..............................................................................................  145 
1. Emphasis on Coping Strategies and focus on hallucinations as part of treatment                           
........................................................................................................................... 145 
2. Creative expression as a means to express experience ....................................  147 
3. Focus on meaningful social support ................................................................  148 
4. Meaning making and meta-cognitive techniques ............................................  149 
E. Implications for Art Therapists ..............................................................................  150 
1. Creative modes of communication ..................................................................  150 
2. Expression of emotion .....................................................................................  151 
3. Utilizing phenomenology and the perceptual component of the ETC ............  151 
F. Limitations and Delimitations of the Study ...........................................................  152 
G. Implications for Future Research ...........................................................................  153 
CHAPTER 6. SUMMARY .......................................................................................................  156 
LIST OF REFERENCES ...........................................................................................................  159 
APPENDIX A. Recruitment Flyer ............................................................................................  165 
APPENDIX B. Informed Consent .............................................................................................  166 
APPENDIX C. Demographic Survey ........................................................................................  169 
APPENDIX D. Open-ended Responsive Interview Guide ........................................................  170 
	  	  
ix	  
List of Tables 
 
1. Themes derived from the drawings of J-49 ........................................................................  61 
2. Themes derived from the verbal interview of J-49 .............................................................  67 
3. Themes derived from the drawings of Pam ........................................................................  84 
4. Themes derived from the verbal interview of Pam .............................................................  90 
5. Draw what the experience of hallucinating is like for you (composite) .............................  111 
6. Consider this figure an outline of you, and draw the experience of hallucinating in relation to 
the figure. Select a horizontal or vertical sheet of paper (composite) .................................  112 
7. Fill the circle with what you would like to (composite) .....................................................  113 
8. Composite table of themes encountered in all of the drawings ..........................................  114 
9. Majority themes from the verbal interview (composite) ....................................................  115 
10. Lesser themes from the verbal interview (composite) ........................................................  121 
 
 
 
 
 
 
 
 
 
 
 
 
 
	  	  
x	  
List of Figures 
 
J-49  
1. Draw what the experience of hallucinating is like for you (Figure 1) ...................................  78 
2. Consider this figure an outline of you, and draw the experience of hallucinating in relation to 
the figure. Select a horizontal or vertical sheet of paper (Figure 2) ..........................................  79 
3. Fill the circle with what you would like to (Figure 3) ...........................................................  80 
4. Imaginative Variation of J-49 by researcher .........................................................................  81 
 
Pam  
5. Draw what the experience of hallucinating is like for you (Figure 1) ...................................  104 
6. Consider this figure an outline of you, and draw the experience of hallucinating in relation to 
the figure. Select a horizontal or vertical sheet of paper (Figure 2) ..........................................  105 
7. Fill the circle with what you would like to (Figure 3) ...........................................................  106 
8. Detail (Figure 3) ....................................................................................................................  107 
9. Imaginative Variation of Pam by researcher .........................................................................  108 
 
Composite  
10. Composite Imaginative Variation by researcher .................................................................  132 
 
 
 
 
 
 
 
	  	  
xi	  
Abstract 
 
The Lived Experience of Hallucinations in Adults with a Diagnosis of Schizophrenia: 
A Phenomenological Study 
Christine Manturuk 
Dr. Betty Hartzell 
 
 
The purpose of this phenomenological research study was to explore the lived experience 
of hallucinations in adults with a diagnosis of schizophrenia. The literature review introduces 
hallucinations as a symptom of schizophrenia and their related treatment. It presents first-hand 
accounts of schizophrenia and hallucinations and identifies phenomenological research of 
schizophrenia and hallucinations. It introduces art therapy use in the case of schizophrenia, and 
art therapy research of schizophrenia with evidence that there is a lack of qualitative studies of 
hallucinations in schizophrenia that utilize art as a means of data collection.  
Two participants were recruited for this study from an outpatient mental health facility in 
Philadelphia, PA. One participant was male and one female. Both identified as African American, 
were between the ages of 18-55, and had experienced hallucinations related to their diagnosis of 
schizophrenia. Data was collected through a brief demographic survey, three drawing directives, 
and an open-ended interview. Art directives included “Draw what the experience of hallucinating 
is like for you” on a blank page, “Consider this figure an outline of you, and draw the experience 
of hallucinating in relation to the figure,” on a horizontal or vertical sheet with figure template, 
and “Fill the circle with what you would like to” on a page with mandala template. The open-
ended interview focused on thoughts and feelings related to the first experience of hallucinations, 
content, frequency and modality experienced in, disclosure to others, management and treatment, 
and what it was like to express the experience in drawing.  
Data was analyzed using phenomenological research methods outlined by Moustakas 
(1994). The following aspects were prominent in an analysis of interviews and drawings: 1) 
Confusion, doesn’t make sense and want to figure it out 2) Desire to escape and to isolate away 
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from others 3) Difficulty in communicating about the experience 4) Extra perceptions in addition 
to perceptions of a shared reality 5) Flexible and ambiguous content 6) Involvement of different 
senses and/or multiple senses 7) Loss of ability to fully orient to a shared reality 8) Loss of 
autonomy requiring assistance and care 9) Medication and coping strategies 10) Past experiences 
effect on quality of hallucinations 11) Rarely talked about because of fear of judgment from 
others 12) Problem and something wrong/illness/punishment 13) Unpredictability, sometimes 
leading to paranoia. 
The synthesis of these aspects suggests that time and space can be altered by the intrusion 
of hallucinations. They affect most senses and exist as extra perceptions in addition to those that 
others may share. Hallucinations can be disorienting, confusing, distracting, and scary. The 
content of hallucinations can vary given past experiences. There can be a desire to figure out the 
content of the experience. There is also a tendency to want to escape from the experience and also 
isolate and go away from others.  
It is hard for individuals with a diagnosis of schizophrenia to communicate about their 
hallucinations given their complex and bizarre nature. Uncertainty about the experience and fear 
of stigma contribute to the limitation of expression. 
Support from others is crucial for the health of individuals diagnosed with schizophrenia 
who are experiencing hallucinations. It is relieving for individuals to speak about the experience 
with someone who they can trust. Mental health professionals, peers, family, friends, can help 
individuals cope with the experience and stay oriented to a shared reality, treat with medication, 
be empathetic to loss of autonomy, and explore thoughts of wanting to escape including thoughts 
of dying. 
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CHAPTER 1: INTRODUCTION 
  The purpose of this study was to explore the lived experience of hallucinations that occur 
in adults with a diagnosis of schizophrenia as expressed by research participant’s artistic 
expression in drawings and responses to open-ended interview questions. The researcher’s 
interest in the experience of hallucinations in individuals with a diagnosis of schizophrenia was 
prompted by her work with individuals in inpatient and outpatient care who were actively 
engaging with their hallucinations but not communicating about them. The researcher was 
interested in the cause of the reluctance to disclose and discuss hallucinations, felt empathy for 
individuals experiencing this symptom, and desired to understand best practices and care for 
individuals with this experience, as reported from their perspective.  	   	   This qualitative phenomenological research study was conducted in order to discover the 
range of experience of hallucinations from the first person perspective of individuals diagnosed 
with schizophrenia, and to give the experience of these individuals a more subjective 
documentation. The problem addressed by this research study is the lack of qualitative 
information about the experience of hallucinations that occur within individuals with a diagnosis 
of schizophrenia, and specifically the scarcity of qualitative studies of hallucinations that occur in 
schizophrenia that utilize art as a means of data collection. An account of what the phenomenon 
of an auditory and other sense hallucination is like from a person that experiences it can provide 
clinicians and particularly art therapists, a greater understanding to inform care and support for 
individuals who have this experience. 
 Schizophrenia is prevalent in 0.3%-0.7% of the population in the United States and 
occurs in about 2.4 million Americans over the age of 18 in any given year (American Psychiatric 
Association, 2013, National Institute of Mental Health, 2014). It is a mental disorder that’s 
characteristics include disturbance of cognition, emotion, behavior, and perception (Kaplan & 
Sadock, 2007). Schizophrenia is categorized within a spectrum of psychotic disorders with 
criteria consisting of two or more symptoms of delusions, hallucinations, disorganized speech, 
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disorganized or catatonic behavior, and social/occupational dysfunction, with continuous signs of 
illness for six months (American Psychiatric Association, 2013). The disorder is debilitating and 
can lead to cognitive deficits and impairments in the areas of “memory, attention, and executive 
functioning” (American Psychiatric Association, 2013; Frith & Johnstone, 2003, p. 56). 
Alterations of the senses, an inability to sort, interpret, and respond to sensations, and altered 
sense-of-self are abnormalities associated with the disorder (Torrey, 2013, p. 4). Social 
withdrawal, distraction, lack of motivation, and loss of ability to function in daily routines can be 
experienced as a result of symptoms (Corr, Dunne, Kapil, Miller, & Moon, 2008, p. 106). 
Attempt to die by suicide is common in individuals who have this diagnosis (Corr, Dunne, Kapil, 
Miller, & Moon, 2008, p. 13; The Internet Mental Health Initiative, 1996-2010).   
Hallucinations occur in 50-70% or more of individuals who have a diagnosis of 
schizophrenia (Aleman & Larøi, 2011). Auditory hallucinations are the most prevalent type of 
hallucinations in cases of schizophrenia and can be defined as a false perception of sound or a 
perception in the absence of external reality, when something is heard that is not there to others, 
often experienced as hearing voices, distinct from other thoughts (American Psychiatric 
Association, 2013, Nicolson, Mayberg, Pennell, & Nemeroff, 2006; Sacks, 2012). Hallucinations 
also can be perceived as visual, tactile, olfactory, gustatory, or multisensory in which the 
hallucination exists in several senses combined (Chesterman & Boast, 1994; Kaplan & Sadock, 
2007).  
  Hallucinations are considered a symptom of schizophrenia, and the primary goal in 
treatment of them is reduction or elimination primarily with medication. Medication effectiveness 
often depends on compliance with taking it, although there is evidence that hallucinations can 
persist in 25-50% of individuals who take medicine as prescribed (Aleman & Larøi, 2011). There 
are specific treatments aside from medication that are focused on hallucinations including 
“coping strategies, appraisals, metacognitive beliefs, psychoeducation,” “cognitive behavioral 
therapy,” “hallucinations-focused integrated treatment and self help,” and these treatment 
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strategies can be employed to reduce the frequency of hallucinations and resolve distress 
associated with them (Aleman & Larøi, 2008, p. 183). A statistic on the amount of individuals 
who are being treated for schizophrenia who may receive these specific treatments for 
hallucinations in addition to medication is unknown by the researcher as discovered through a 
review of literature. Dialogue with art therapist peers and supervisors, and other mental health 
professionals in adjacent fields of psychiatry, social work, and counseling found that 
hallucinations focused methods aside from medication, were outside of standard education, 
training, and implementation. 
  Since the development of the Diagnostic Statistic Manual (DSM) in the 1950’s, the 
experiences of individuals with a diagnosis of schizophrenia have been interpreted in the context 
of diagnostic criteria (Yip, 2004). Subjective accounts of schizophrenia therefore have been 
considered less reliable compared to methods that show greater objective validity, even though 
these accounts represent a critical part of the experience of the disorder for those who experience 
it (Sass & Parnas, 2001). Oliver Sacks (2012) suggests that the hallucinations that are experienced 
by individuals with a diagnosis of schizophrenia “cannot be divorced from (their) often 
profoundly altered inner life and life circumstances” (Sacks, 2012, p. xiii). There is relevance to 
the need for exploring the function, significance, and value of hallucinations in those diagnosed 
with schizophrenia (Suri, 2011). The reduction of the experience of hallucinations, explained as a 
symptom that can be resolved with medication, can be perceived as indifferent by individuals 
who identify with the content of their hallucinations as well as for those whose hallucinations are 
not resolved through the use of medication (Suri, 2011).  
The researcher identified limited literature focused on hallucinations that discusses the 
experiences appearance in multiple senses. Scales have been used to assess parameters of 
hallucinations including “extent (frequency and duration), location, reality (current and past), 
sensory intensity, constancy, overt behavior, control, time, causal, experience shared, content-
affect, content-verb and content-noun” (Singh, Sharan & Kulhara, 2003, p. 343). There is 
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evidence that social and cultural context effects how hallucinations are perceived (Jones, Guy & 
Ormrod, 2003). Emotions of an individual have been shown to play a role in influencing 
hallucinations (Aleman & Larøi, 2008). 
There are few arts based studies on hallucinations in individuals diagnosed with 
schizophrenia. The most recent research study identified by the researcher, which utilized an arts 
based method of phenomenology to study the experience of hallucinations in schizophrenia, was 
conducted in the 1980’s (Wadeson, 1980). Other qualitative arts based studies on schizophrenia 
focus on confirmation of the validity of art therapy in treatment with indication that the use of art 
can facilitate verbal communication in a client limited in this type of expression and lead to 
“speaking more, expressing feelings and gaining better insight” (Morrow, 1985; Noronha, 2013, 
p. 89). Recent arts based quantitative studies of schizophrenia focus on addressing efficacy of art 
therapy, provisions and practice, the impact of group therapy, and documentation of case studies 
and assessment strategies (Green, Wheeling, Talsky, 1987; Montag, Haase, Seidel, Bayerl, 
Gallinat, Herrman, Dannecker, 2014). No recent arts based studies found by the researcher 
specifically focus on hallucinations in the case of schizophrenia. Art therapy literature reviewed 
provides suggestions for therapeutic goals, art directives, and features within the artwork of 
individuals with a diagnosis of schizophrenia but again does not focus specifically on 
hallucinations (Hinz, 2009; Hogan, 2001; Honig, 1977; Junge & Asawa; Lev-Wiesel & Schvero, 
2003; Liebmann, 1995; Malchiodi, 2003; McNiff, 1974; Naumberg, 1987; Robbins, 2000; Rubin, 
2001; Skaife & Huet, 1998).  
  The research question of this study asks: what is the lived experience of hallucinations in 
adults with a diagnosis of schizophrenia? Two adults who were between the ages of 18-55 were 
recruited for the study from an outpatient mental health facility in Philadelphia, PA. One 
participant was male and the other was female. Both identified as African American and lifelong 
residents of Philadelphia, PA. Each was diagnosed with schizophrenia and had experienced 
hallucinations related to their diagnosis for over 20 years. Both individuals were enrolled in 
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treatment at the mental health facility that they were recruited from. 
Data for this study was obtained through the use of a brief demographic survey, 
drawings, and dialogue of the researcher and participant guided by open-ended questions. The 
demographic information obtained from participants gave context to their experiences based on 
their identity and related social and cultural perspectives. Using drawing as a means of data 
collection provided an opportunity to collect information that could not be described in words, 
aided in the facilitation of verbal expression, and also provided a visual reference of the 
experience of hallucinations (Noronha, 2013; Morrow, 1985). Participants were given the 
opportunity to reflect and report on the impact of drawing their hallucinatory experiences. The 
use of open-ended questions allowed the researcher and participant to dialogue and discuss what 
was relevant about the experience per individual.  
Participants created three drawings. Research participants were asked to “draw what the 
experience of hallucinating is like for you” as an open-ended verbal prompt for a pictorial 
representation of the participant’s hallucinations. Participants were then asked to select a 
horizontal or vertical sheet of paper with a template of a figure on it, consider the figure 
themselves and “draw the experience of hallucinating in relation to the figure.” This verbal 
prompt was meant to elicit a more concrete visual representation of the experience in relation to 
the self. Each individual was asked to complete a mandala drawing with a verbal prompt to “fill 
the circle with what you would like to.” It has been suggested that the circular image of the 
mandala helps to focus and organize the disorder of schizophrenia by creating a central point for 
which everything to relate (Jung, 1972). Offering this as a final drawing task promoted 
containment in the conclusion of the drawing portion of interview session, prior to the verbal 
interview, as well as allowed for expression of the essence of the self of an individual diagnosed 
with schizophrenia who experiences hallucinations. Participants were asked to describe 
associations, thoughts, and feelings to each drawing that they created. An interview was 
conducted through a series of open-ended questions about the first occurrence of hallucinations, 
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frequency, meanings attributed, individual coping strategies, and treatment received related to 
hallucinatory experiences. 
Data obtained from the participants was analyzed utilizing phenomenological research 
methods outlined by Moustakas (1994). Interviews were audio recorded and then transcribed and 
coded for themes. Themes were organized into charts with the listing of associated statements and 
relevant features within the art, a textural description was produced, then imaginative variation in 
art and words, and finally revised themes which informed a structural description. A composite 
analysis of both individual findings using the same data analysis method, led to the finding of 
composite structural themes. These themes include meanings derived from art and interview that 
describe elements related to the experience of hallucinations in individuals with a diagnosis of 
schizophrenia. 
The synthesis is considered the major finding of this study. The synthesis explains the 
composite experience as discovered in the study. It suggests that time and space can be altered by 
the intrusion of hallucinations. They affect most senses and exist as extra perceptions in addition 
to those that others may share. Hallucinations can be disorienting, confusing, distracting, and 
scary. The content of hallucinations can vary given past experiences. There can be a desire to 
figure out the content of the experience. There is also a tendency to want to escape from the 
experience and also isolate and go away from others.  
It is hard for individuals with a diagnosis of schizophrenia to communicate about their 
hallucinations given their complex and bizarre nature. Uncertainty about the experience and fear 
of stigma contribute to the limitation of expression. 
Support from others is crucial for the health of individuals diagnosed with schizophrenia 
who are experiencing hallucinations. It is relieving for individuals to speak about the experience 
with someone who they can trust. Mental health professionals, peers, family, friends, can help 
individuals cope with the experience and stay oriented to a shared reality, treat with medication, 
	  	  
7	  
be empathetic to loss of autonomy, and explore thoughts of wanting to escape including thoughts 
of dying. 
Limitations of this study include the demographic of participants who were available for 
this study. Limitations also include the data collection methods including the selected art 
materials and directives, and open-ended questions. Researcher bias may have influenced what 
data was highlighted in the analysis and reporting of findings. Delimitations to this study include 
the researchers focus on hallucinations that occur in the case of schizophrenia in individuals who 
regularly have taken part in supportive outpatient therapy and manage their hallucinations with 
medication. Delimitations also include other inclusion criteria for participants and the designated 
sample size. 
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CHAPTER 2: LITERATURE REVIEW 
The literature review will discuss topics relevant to understanding the symptom of 
hallucination in the disorder of schizophrenia. The review presents an overview of the disorder of 
schizophrenia including its diagnostic criteria, experience and observations of the disorder, 
prevalence and statistics, risk factors, historical conceptions, theories of etiology, treatment, and 
recovery. The review then presents an overview of hallucinations, the appearance of 
hallucinations as a symptom of schizophrenia, and treatment as a symptom of the disorder. The 
review discusses first-hand accounts of schizophrenia and related hallucinations. It goes on to 
discuss phenomenological research of schizophrenia and hallucinations. The review concludes 
with an introduction of art therapy and its use in the case of schizophrenia, art therapy research, 
and phenomenological art therapy research of hallucinations in the case of schizophrenia.  
Schizophrenia 
Diagnostic Criteria and Symptoms 
Schizophrenia is a mental disorder with characteristics that include disturbance of 
cognition, emotion, behavior, and perception (Kaplan & Sadock, 2007). In the recent change of 
the Diagnostic Statistical Manual (DSM), from version IV to 5, the definition of schizophrenia 
was revised and now schizophrenia is categorized within a spectrum of psychotic disorders, 
disorders in which a person has “lost touch with reality” and within a class of diagnoses that 
include “schizophrenia, other psychotic disorders, and schizotypal (personality) disorder” 
(American Psychiatric Association, 2013, p. 87). Former subtypes of schizophrenia in the DSM-
IV included “paranoid, disorganized, catatonic, undifferentiated, and residual” types of 
schizophrenia (American Psychiatric Association, 2000). The International Statistical 
Classification of Diseases and Related Health Problems (ICD-10) currently still includes subtypes 
of paranoid, hebephrenic (disorganized), catatonic, undifferentiated, post-schizophrenia 
depression, residual schizophrenia, simple schizophrenia and other schizophrenia in its definition 
of schizophrenia (World Health Organization, 2015).  
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Criteria for diagnosis of schizophrenia in the DSM-5 includes two or more symptoms of; 
hallucinations, delusions, disorganized speech and thinking, disorganized or catatonic behavior, 
and a history of social/occupational dysfunction, with one month of active symptoms and 
confirmation of continuous signs of illness for a minimum of six months (American Psychiatric 
Association, 2013). Hallucinations, the focus of this research study, are a false sensation of 
perception that can occur in any sense modality, and something that is sensed by an individual 
that is not simultaneously sensed by others (Corr, Dunne, Kapil, Miller, & Moon, 2008). 
Delusions are fixed and false beliefs that are not based on rational evidence (Saks, 2007, p. 125). 
With the illness of schizophrenia a person may experience delusions of paranoia in which the 
person fears someone may harm them, delusions of reference or “beliefs that things in your 
environment are directly related to you,” somatic delusions which are false beliefs related to the 
body, and delusions of grandeur which are false beliefs of importance (Corr, Dunne, Kapil, 
Miller, & Moon, 2008, p. 19). Disorganized speech and thinking may take the form of word salad 
which is an “incoherent, essentially incomprehensible, mixture of words and phrases” and 
inability for an individual to focus (Kaplan & Sadock, 2007, p. 283). Disorganized or catatonic 
behavior is bizarre behavior that seems “to have no purpose to other people” (Corr, Dunne, Kapil, 
Miller, & Moon, 2008, p. xi). In addition to disorganized speech and behavior individuals who 
have a diagnosis of schizophrenia may exhibit echolalia, the repeated speech of what is said to 
them and echopraxia, the repeated behaviors of others (Torrey, 2013, p. 46).  
The symptoms that an individual can experience in schizophrenia are debilitating and can 
lead to social and occupational dysfunction and lower level of functioning during psychotic 
states, than what is possible during periods of remission from symptoms. Social and occupational 
dysfunction can take the form of social withdrawal, distraction, lack of motivation and regard of 
“simple daily hassles (including personal hygiene, household chores, transportation, shopping, 
errands, and routing medical appointments) . . . as extremely stressful” (Corr, Dunne, Kapil, 
Miller, & Moon, 2008, p. 106).   
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Experience of Schizophrenia 
Individuals diagnosed with schizophrenia may feel depressed, anxious, and angry, and 
experience disruption of sleep and eating patterns (American Psychiatric Association, 2013). 
Emotional disturbances may include heightening of emotions particularly in earlier stages of the 
illness, inappropriate emotional responses such as laughing in response to tragedy, and flattening 
of the emotions, which presents as a decreased emotional response (Torrey, 2013). Individuals 
diagnosed with schizophrenia may perceive audible thoughts, voices arguing, voices commenting 
on their actions, influence to the body from external sources, thought withdrawal, thought 
insertion, thought broadcasting, feelings and impulses which they do not feel in control of, 
delusions of control of their actions, and other delusional perceptions (Frith & Johnstone, 2003, p. 
37). Alterations of the senses, an inability to sort, interpret, and respond to sensations, and altered 
sense-of-self are abnormalities associated with this disorder (Torrey, 2013, p. 4). It is common for 
individuals with the diagnosis to be preoccupied with “metaphysical, supernatural, or 
philosophical issues” which can be attributed to their interpretation of their altered and 
heightened sensory experiences (Torrey, 2013, p. 11). Blunting of sensations may also occur 
which can lead to an unawareness of the sensation of pain, blurring of vision, and feeling of 
disconnection with one’s own voice (Torrey, 2013, p. 11). Cognitive deficits are common and 
significant impairments are seen in the areas of “memory, attention, and executive functioning” 
(American Psychiatric Association, 2013; Frith & Johnstone, 2003, p. 56). The ability to think 
abstractly is compromised and thinking may be concrete (Torrey, 2013, p. 19). Individuals with 
schizophrenia may also have ambivalent thinking which denies them the ability to “resolve 
contradictory thoughts or feelings, holding opposites in their minds simultaneously” and which 
may sometimes carry over to an acting out of doing and undoing of routines (Torrey, 2013, p. 
23). While some people diagnosed with schizophrenia may have insight that they are ill, it is 
common that they may not perceive an awareness of their illness (Torrey, 2013).  
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Observed Behaviors of Schizophrenia 
To an observer, individuals diagnosed with schizophrenia, who are actively psychotic, 
may appear to be responding to internal stimuli, such as voices that they may hear, and therefore 
exhibit inappropriate or bizarre affect to stimulus (American Psychiatric Association, 2013). 
Other mannerisms can include grimacing of the face and atypical physical posturing as well as 
unusual behaviors that can be related to a delusion (Kaplan & Sadock, 2007). Individuals may 
appear psychotic, disorganized and “disheveled, screaming, agitated” or more catatonic, 
depressed and “obsessively groomed, completely silent, and immobile” (Kaplan & Sadock, 2007, 
p. 482). The varied presentation of the disorder of schizophrenia accounts for the multiple and 
changing classifications that have existed for it. It is even theorized that what is considered the 
disorder of schizophrenia may be representative of multiple disorders (Torrey, 2013). Liddle 
(1987) identified three syndrome types that seemed to occur together more frequently in the 
illness with some overlap occurring, “psychomotor poverty, characterized by such features as 
poverty of speech, decreased spontaneous movements, slowness and blunted affect,” 
“disorganization syndrome, including incongruous affect, poverty of content of speech, 
incoherence, tangentiality, distractibility, and self-neglect,” and “reality distortion, which includes 
auditory hallucinations and delusions of persecution and reference” (Williamson, 2005, p. 8). The 
specific clustering and severity of symptoms in the diagnosis of schizophrenia depends on the 
individual and there are cases in which there is successful treatment and remission of the illness 
in which psychosis and other symptoms no longer occur. Diagnosis of the illness relies on a 
clinician observing symptoms and self-reporting of symptoms that may only be recognized by the 
individual experiencing them. 
Prevalence and Statistics 
Schizophrenia occurs within all races and cultures with a worldwide prevalence that is 
within the range of 0.5% and 1% (Andreasen & Black, 2006; Williamson, 2005, p. 3). 
Schizophrenia is prevalent in 0.3%-0.7% of the population in the U.S. and occurs in about 2.4 
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million Americans over the age of 18 in any given year (American Psychiatric Association, 2013, 
National Institute of Mental Health, 2014; Kaplan and Sadock, 2007). Large urban areas show the 
highest rates of the disorder (Kaplan and Sadock, 2007).  
Schizophrenia occurs in both men and women. Past studies have indicated equal 
prevalence between men and women while more current studies show a higher rate of male cases 
of schizophrenia (Kaplan & Sadock, 2007; Torrey, 2013). Symptomatic features vary based on 
sex. Women tend to have a better outcome in this diagnosis than men and men characteristically 
display more negative symptoms such as “social withdrawal, self-neglect, loss of motivation and 
initiative, emotional blunting, and paucity of speech” in their presentation of the illness (Kaplan 
and Sadock, 2007; Picchioni & Murray, 2007, p. 92). Typical onset occurs for men beginning in 
their early to mid-twenties, and for women in their later twenties (American Psychiatric 
Association, 2013). There are diagnosed cases of childhood schizophrenia and late onset 
schizophrenia though it is less common for individuals to be diagnosed before the age of ten or 
after the age of 40 (The Internet Mental Health Initiative, 1996-2010; Torrey, 2013).	  
Risk factors 
The highest risk factor in the case of schizophrenia includes an immediate family 
member, such as a mother, father, brother or sister, being diagnosed with the disorder (Torrey, 
2013). Biological risk contributing to schizophrenia includes a father over the age of 45 at the 
time of a person’s birth, with risk increasing with the father’s age (Torrey, 2013). Other risk 
factors including complication at birth, a birth in the winter or spring, and pregnancy during an 
influenza epidemic can contribute to development of schizophrenia (Torrey, 2013). 
Environmental factors such as immigration from one specific country to another country is 
considered to be a notable risk factor with higher risk increasing for the child of a parent in this 
scenario (Torrey, 2013). There are more cases of schizophrenia found in urban environments 
(Torrey, 2013). There is a correlation of marijuana use and risk of the disorder (Torrey, 2013). 
Past infection with Toxoplasma gondii presents a risk (Torrey, 2013). History of traumatic brain 
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injury and history of sexual abuse in childhood have also been connected to risk factors for those 
who develop schizophrenia (Torrey, 2013).	  
Historical perspectives 
The symptomatic features associated with schizophrenia have been recognized and 
documented since 7th century B.C. as accounts resembling the disease appear in ancient Egyptian 
and Greek texts (Frith & Johnstone, 2003; Howells, 1991). Understanding of the disorder follows 
historical trends in philosophy, medicine, and the development of psychiatric treatment. 
Prevalence varies based on historical documentation. Historical accounts of schizophrenia 
describe individuals as “cursed by the gods or blessed by them” (Saks, 2007, p. 169). In some 
cultures a “seer” was revered while other cultures ostracized these individuals (Saks, 2007, p. 
169).  
It was within the 18th and 19th century that a psychiatric concept of the disorder was 
recognized (Howells, 1991). Phillipe Pinel, a French physician, described the appearance of 
psychosis and thought disorder (Howells, 1991). The first diagnostic label of the disorder now 
known as schizophrenia was termed dementia praecox by Benedict Morel in 1860 (Howells, 
1991). The understanding of the disorder at that time was of a “long term deteriorating course” 
with symptoms of hallucinations and delusions (Kaplan & Sadock, 2007). The diagnostic term 
“schizophrenia” was coined in 1911, by Swiss psychiatrist Emil Bleuler (Howells, 1991). Bleuler 
perceived that schizophrenia was a psychological disorder (Frith & Johnstone, 2003). Around 
1919, psychiatrist Emil Kraeplin developed diagnostic criteria of schizophrenia that is still used 
(Howells, 1991). Kraeplin’s understanding of the disorder was that it had a “specific pathology in 
the brain and a specific cause, even though essentially nothing was known of either the pathology 
or the cause during his lifetime” (Frith & Johnstone, 2003, p. 28). 
Etiological theories 
Schizophrenia has been conceptualized as a breakdown or “disconnection or splitting of 
the psychic functions” and a “dissolution of the personality” in which a person is impaired in 
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connecting with others and in functioning (Frith & Johnstone, 2003, p. 47; Picchioni & Murray, 
2007, p. 91; Saks, 2007, p. 133). Because the exact cause of the disorder is not known and 
because the illness may be caused by a variety of factors, there is no formulaic cure and even 
“many highly trained and gifted professionals do not fully understand” the source of the disorder 
(Saks, 2007, p. 185).  
Schizophrenia is currently perceived as an organic disease that affects the brain structure 
(Torrey, 2013). There is no one area of the brain that is indicated as the source of the disease of 
schizophrenia but it appears that the disorder is among “many brain areas, and connections 
among them” (Torrey, 2013, p. 117). Individuals with schizophrenia exhibit abnormal brain 
structure indicated by the enlargement of ventricles and changes in the brain’s architecture. 
Neuropsychological deficits in attention, memory, executive function and awareness of illness 
exist. Neurological abnormalities are evidenced by reflex response and rapid eye movement 
(Torrey, 2013).  
The most recently developed theory on the origin of schizophrenia is a developmental 
theory which hypothesizes that changes occur in the development of the brain in combination 
with biological and environmental risk factors that exist to cause the disorder (Torrey, 2013). 
Other explanations of the occurrence of schizophrenia include genetic theories, neurochemical 
theories, infectious and immune theories, nutritional theories, endocrine theories, and stress 
theories (Torrey, 2013). Genetic theories of schizophrenia prove that there exists a genetic 
vulnerability to the disorder as evidenced by the finding of specific gene mutations (Kaplan & 
Sadock, 2007). There is indication that while genes do not cause schizophrenia, genetic variations 
can influence the development of schizophrenia under particular conditions (Torrey, 2013). 
Neurochemical theories look at the abnormalities that exist in neurotransmitters in the brains of 
those with the disorder of schizophrenia, although it is not understood how these are altered by 
the disease (Torrey, 2013). Infectious and immune theories look at the immune abnormalities that 
exist in individuals with a diagnosis of schizophrenia and the possibility of exposure to 
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neurotoxins as a source of the disease (Kaplan & Sadock, 2007). Nutritional theories look at 
correlation between nutritional deficiencies and instances of the disorder (Torrey, 2013). 
Endocrine theories look at hormonal dysfunction in those diagnosed (Kaplan & Sadock, 2007; 
Torrey, 2007). Stress theories look at the impact of stress in the onset of the disorder and the 
instances that a person is exposed to stress over the time preceding their illness including within 
their prenatal development (Torrey, 2007).  
Torrey categorizes some older theories as obsolete including a theory prominent in the 
19th century, that masturbation caused schizophrenia, belief of spirits causing schizophrenia, a 
Freudian perspective that bad mothering causes schizophrenia, psychodynamic theories that bad 
families caused schizophrenia to develop, anthropological theories that bad culture causes 
schizophrenia, and theories that deny the existence of schizophrenia as a disease such as those by 
psychiatrists Thomas Szasz and Ronald Laing (Torrey, 2013). It is outdated to perceive the 
etiological cause of schizophrenia of a psychodynamic cause, though psychodynamic models 
have been applied to conceptualize the schizophrenic process and its impact on the psyche 
(Gabbard, 2005; Kaplan & Sadock, 2007). 
Current treatment of Schizophrenia 
Treatment of schizophrenia today depends on the stage of illness being treated as those 
diagnosed can experience stages of acute psychosis as well as various levels of remission from 
illness (Kaplan & Sadock, 2007). Inpatient hospitalization is recommended for stabilization 
during acute stages of psychosis, when a person has lost touch with reality and the ability to care 
for themselves and also may be a danger to themselves or others. There is a very small percentage 
of individuals that require long term stay in an inpatient care setting, and these individuals 
typically do not respond to medication, are dependant on a higher level of care, and may have 
continuous inclination to be of harm to themselves or others (Torrey, 2013). Care for those who 
are stabilized and in remission of illness can be provided through outpatient care facilities where 
structure of care can be flexible to suit the individual, and individuals receiving treatment can 
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have varying levels of independence. 
Pharmacotherapy is the first line of treatment in all cases of schizophrenia and 
antipsychotic medication that blocks dopamine receptors, is used to manage symptoms of 
psychotic expression such as hallucinations, delusions, and disorganized thinking (Kaplan & 
Sadock, 2007; Frith & Johnstone, 2003, p. 85).  There are eighteen types of antipsychotics 
prescribed in the United States and it typically takes multiple attempts to find the appropriate 
medication that works effectively per individual (Torrey, 2013). The most current medications 
used in the treatment of schizophrenia are atypical antipsychotics also called second-generation 
antipsychotics (Torrey, 2013). These medications include “Clozaril, Risperdal, Zyprexa, and 
Seroquel” (Steele & Berman, 2001, pg. 249). Typical side effects that occur with use of these 
prescribed drugs include weight gain and increased blood sugar or diabetes (Torrey, 2013). Older, 
first-generation also called typical psychotics such as Thorazine and Haldol are still used in 
treatment when the use is considered economical or when a person seems to have a better 
response to the medication. Unfortunate side effects more common with typical antipsychotics 
include “sedation, postural hypotension, anticholinergic and extrapyramidal side effects” 
(extrapyramidal affecting movement) as well as the irreversible side effect of tardive dyskinesia 
which affects 20-30 percent of those in long term treatment with disruption of their “walking, 
breathing, eating and talking” (Kaplan & Sadock, 2007, p. 490). ECT, “the application of electric 
current to the brain to produce seizures” has been used in treatment to supplement antipsychotic 
medication, but is infrequently used (Frith & Johnstone, 2003, p. 11).  
In addition to the administration of medication, supportive services available for 
individuals diagnosed with schizophrenia include psychosocial interventions in the form of case 
management, psychiatric rehabilitation, vocational rehabilitation, social skills training, assertive 
community treatment and clubhouse and peer support (Kaplan & Sadock, 2007; Torrey, 2013) 
Therapies including group and individual psychotherapy, family therapy, cognitive behavioral 
therapy, dialectical behavior therapy, and creative arts therapies, are also utilized to “increase 
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social abilities, self-sufficiency, practical skills, and interpersonal communication” as well as 
explore content of thoughts and provide an outlet for expression of them (Kaplan & Sadock, 
2007, p. 491). Economic assistance can be provided through SSI and SSDI (Torrey, 2013). If 
independent housing is not an option due to ability and economy, there exist various levels of 
supervised housing options (Torrey, 2013).  
Schizophrenia Recovery 
 Of those diagnosed with the illness of schizophrenia in the United States, around 40% 
are not receiving treatment with reasons such as wanting to solve the problem on their own, 
thinking the problem will get better on its own, affordability of treatment, uncertainty of where to 
go for help, mistrust of help, lack of proper health coverage and instances in which there is an 
unawareness of the illness (Corr, Dunne, Kapil, Miller, & Moon, 2008, p. 13; The Internet Mental 
Health Initiative, 1996-2010). There is an unfortunate statistic that about 40% of individuals 
diagnosed with schizophrenia attempt suicide, with most attempting within the first ten years of 
onset and with about 10% who die by suicide. The suicidal rate of teenagers diagnosed with 
schizophrenia is at a higher rate of 50% (Corr, Dunne, Kapil, Miller, & Moon, 2008, p. 13; The 
Internet Mental Health Initiative, 1996-2010). 
Schizophrenia is a lifelong illness but with proper ongoing treatment, support, and based 
on individual resilience, many individuals diagnosed can enter periods of remission from their 
illness in which they have the ability to function close to or at the level of functioning they 
experienced pre-illness. In an analysis of the course of twenty-five studies of schizophrenia, it 
was shown that after ten years of illness, 25% completely recover, 25% are much improved, 25% 
are improved but still require extensive support, 15% are unimproved and still hospitalized and 
10% are deceased mainly from suicide (Torrey, 2013, p. 102). These statistics vary slightly when 
the course of illness is assessed over a thirty year period and show that 25% of those assessed 
completely recover, 35% are much improved, 15% have improved but require extensive support, 
10% are unimproved in the hospital, and 15% are deceased mainly from suicide (Torrey, 2013, p. 
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102).  It is generalized that 10-20% of patient diagnosed with schizophrenia have a good outcome 
of treatment and can achieve higher levels of functioning, and 50% of those treated have a poor 
outcome with the presence of a co-morbid mood disorders and/or repeated instances of acute 
relapse of the illness (Kaplan & Sadock, 2007). It is important to remember that while recovery 
can be promoted in rehabilitation, prognosis of the illness varies per individual, so therefore 
recovery goals and outcomes are different per individual (Torrey, 2013). 
Hallucinations 
Overview 
It is a “great misconception” that hallucinatory voices are synonymous with 
schizophrenia (Sacks, 2012, p. 56). Hallucinations can occur in “organic” psychoses, Charles 
Bonnet Syndrome, Parkinson’s disease, instances of sensory deprivation, altered states within 
substance use, migraines, hypnogogic states, in states of narcolepsy, and in periods of 
bereavement (Sacks, 2012). The phenomenon of hallucination has been documented since ancient 
times. There are accounts that Socrates and Joan of Arc were both guided to make decisions by 
voices that they each heard (Aleman & Larøi, 2008, p. 9). Augustine (354-430 AD) formulated a 
theory about classifications of apparitions and visions that were accounted for in biblical passages 
by those that wrote them (Aleman & Larøi, 2008, p. 10). Notable historical figures throughout 
time who documented the experience of hallucinations include scientists, philosophers and artists 
such as “Galileo, Freud, Jung, Pascal, Pythagoras, Swedenborg. . . Schumann, Blake, Munch, 
Milton, Artaud” (Aleman & Larøi, 2008, p. 10).  
The use of the word hallucination entered into the English language in 1572, but the 
definition of hallucination as a perception “without real external stimulus,” was introduced in 
1817, by French Psychiatrist Jean-Etienne Esquirol (Aleman & Larøi, 2008, p. 12). In this 
conception of the understanding of hallucination, the “content or meaning of the hallucination 
was considered to be of little relevance” as the phenomena was seen to be a medical problem 
(Aleman & Larøi, 2008, p. 14). As a counter to the medical viewpoint of the phenomena of 
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hallucinations there exists a psychological viewpoint, which conceptualizes that hallucinations 
are “part of a continuum of completely natural and ordinary mental experiences” (Aleman & 
Larøi, 2008, p. 14). These viewpoints conflict to this day and are complicated by the fact that 
hallucinations occur in populations of people with and without mental illness.  
Schizophrenic Auditory Hallucinations 
Hallucinations occur at a rate of about 50-70% or more in those who have a diagnosis of 
schizophrenia (Aleman & Larøi, 2011). Hallucinations can be perceived as auditory, visual, 
tactile, olfactory, gustatory, or multisensory in which the hallucination exists in several senses 
combined (Chesterman & Boast, 1994; Kaplan & Sadock, 2007).  
Auditory hallucinations are the most prevalent type of hallucinations in cases of 
schizophrenia and can be defined as a false perception of sound or a perception in the absence of 
external reality, when something is heard that is not there to others, often experienced as hearing 
voices, that are distinct from other thoughts (American Psychiatric Association, 2013, Nicolson, 
Mayberg, Pennell, & Nemeroff, 2006; Sacks, 2012). Current neurobiological theory of auditory 
hallucinations suggest altered activity within the circuitry of the brain responsible for the control 
of audition and language that creates misattribution of internal stimuli as coming from the 
external (Boksa, 2009). Auditory verbal hallucinations have been classified into categories such 
as command, humiliating, critical, and memory-based, with individuals perceiving the 
phenomena as malevolent or benevolent (Aleman & Larøi, 2008; Sommer, Slotema, Daskalakis, 
Derks, Blom, & van der Gaag, 2012;). Individuals diagnosed with schizophrenia who experience 
auditory hallucinations may try to make sense of the experience, which can lead to the 
development of delusional thinking and beliefs related to their interpretation (Picchioni & 
Murray, 2007, p. 91). Oliver Sacks (2012) suggests that the hallucinations that are experienced by 
individuals with a diagnosis of schizophrenia “cannot be divorced from (their) often profoundly 
altered inner life and life circumstances” (Sacks, 2012, p. xiii).   
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Treatment of Schizophrenic Hallucinations 
  Treatment of Schizophrenic hallucinations can include pharmacological methods and 
other medical interventions such as repeated transcranial magnetic stimulation (rTMS) as well as 
psychotherapeutic intervention that include cognitive behavioral therapy (CBT), coping 
strategies, appraisals, meta-cognitive beliefs, psycho-education including normalization, 
hallucinations-focused integrative treatment (HIT) and self-help to reduce the frequency and 
explore associated thoughts and feelings of the experience of hallucinations (Aleman & Larøi, 
2008, p. 183). 
Medical Interventions 
  In considering hallucinations as a psychotic symptom of schizophrenia, a goal in 
treatment is the reduction or elimination of the occurrence primarily with atypical antipsychotics. 
Medication is used as a first line of treatment in the case of hallucinations as it is effective for 
alleviating other symptoms of schizophrenia, but there is no medication that directly targets the 
symptom exclusively. Medication effectiveness can depend on adherence with taking it and 
finding the appropriate medication per individual, as response to treatment is unique. Medication 
compliance in the case of schizophrenia tends to have a non-adherence range of 41-50% (Aleman 
& Larøi, 2008). Non-adherence can be due to an individual’s unwillingness to cope with side 
effects of the medication, or an individual’s belief that they are not ill. There is evidence that 
hallucinations can persist in 25-50% of patients who adhere to the medication that they are 
prescribed, making the symptom of hallucinations medication resistant for a significant amount of 
those diagnosed with schizophrenia (Aleman & Larøi, 2008).  
  Repetitive transcranial magnetic stimulation (rTMS) is another medical procedure used in 
the case of schizophrenic hallucinations to reduce an individual’s brain stimulation in areas 
involved in speech perception (Aleman & Larøi, 2011). The procedure is conducted with a “time-
varying magnetic field. . .  generated by a current pulse through a simulator coil placed over a 
certain scalp position” (Aleman & Larøi, 2008, p. 185). rTMS as been shown to reduce the 
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frequency of auditory hallucinations but it’s use is rare and it is suggested as a “last-resort 
treatment” when conventional methods fail as it has inconclusively shown to be effective for 
some patients and not others and side effects are unknown at this time (Aleman & Larøi, 2008, 
p.188). 
Psychotherapeutic Interventions 
  Cognitive-based psychotherapeutic interventions have shown to be effective in reducing 
or alleviating hallucinations in some individuals with a diagnosis of schizophrenia and involve 
the approaches of cognitive behavioral therapy (CBT), acceptance and commitment therapy, 
attentional training techniques, and competitive memory training (Aleman & Larøi, 2008; 2011). 
Therapeutic treatment for hallucinations can be offered in individual and group cognitive 
behavioral therapy and can involve psycho-education in the form of coping strategies that help a 
person distract, focus on the occurrence using mindfulness techniques, or use meta-cognitive 
methods to challenge perceptions of their experience (Herman, 2013). Distraction techniques 
include activities such as humming, talking to oneself, listening to music, prayer, meditation, use 
of mantra, painting, guided imagery, exercising, talking to a friend, using a relaxation tape, and 
contacting a mental health professional (Herman, 2013). Focusing techniques including 
correcting cognitive distortions, responding rationally to the voices, sub vocalization, dismissal of 
the voices, reminding ones-self no one else can hear the voice, remembering to take medication, 
demonstrating control over the voices by actively engaging them, putting time restraints on the 
voices, listening to CBT tapes on voice control, normalizing the experience, using rational 
response to any feelings of anger, listing evidence of the voices occurrence, and engaging in role 
play (Herman, 2013). Meta-cognitive methods include schema focused techniques, acceptance, 
assertiveness, understanding the experience through a biological or cultural model, using positive 
logging against negative beliefs, and creating lists of achievements or positive experiences 
(Herman, 2013). Coping strategies used to reduce hallucinations can be self-initiated, and employ 
what can be classified as “modification of behavior, modification of sensory input, and cognitive 
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techniques”(Aleman & Larøi, 2008, p. 189). Behavioral modifications include changing activity, 
pursuit of hobbies, listening to or watching media, socializing, and taking medication (Aleman & 
Larøi, 2008). Modification of sensory input includes exercise and relaxation (Torrey, 2013). 
Cognitive techniques involve active ignoring, clearing the mind, employing other distracting 
thoughts, concentrating selectively on benevolent voices, and setting limits on the voices and can 
all be self-initiated (Aleman & Larøi, 2008).   
  Psychotherapeutic appraisal interventions consider how a person experiencing 
hallucinations attributes their experience, such as malevolently or benevolently, and involves 
exploring, questioning and potentially altering core beliefs about the overall experience of 
hallucinations (Aleman & Larøi, 2011). Hallucinations-focused integrative treatment (HIT) is an 
intervention strategy that employs “CBT, supportive counseling, psychoeducation, coping 
training, mobile crisis intervention, and antipsychotic medication” (Aleman & Larøi, 2008, p. 
203). Creative art therapy (CAT) approaches such as art therapy, music therapy, dance movement 
therapy and drama therapy can be utilized adjunctively to offer an outlet for individuals to 
communicate experiences that are beyond their ability to express solely in words. Artwork 
created in art therapy can be used as a projective method to discuss the presence and content of 
hallucinations and delusions. 
Peer Support 
  The recovery model of mental illness emphasizes the value of peer support in mental 
health treatment facilities. In addition to services provided in the realm of mental health care 
facilities, peer support groups such as the Hearing Voices Network offer community meetings of 
support for those who have had experience of voices, visions, and any unusual perception 
(Coupland & Wild, 2014). Individuals who attend these groups are required to have had the 
experience of hallucinations but do not require a psychiatric diagnosis for participation in the 
group (Coupland & Wild, 2014). 
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First-hand accounts of schizophrenia and related hallucinations 
There are a handful of books that describe a first-hand account of how schizophrenia may 
be experienced and the impact of the course of the illness on an individual who is afflicted with it. 
What is shared in these first-hand accounts provides a point of access into the perception of those 
who may be limited in the reporting of their internal struggles because of impoverished thought 
capabilities, disorganization, mistrust, paranoia, or shame. The accounts that are available give 
dimension to the experience of many individuals who may be marginalized by the stigma of how 
their illness is socially perceived. Schizophrenia affects a diverse range of individuals who may 
be currently or formerly homeless, actively psychotic, self-medicating with an addictive 
substance, or violent and criminal. Schizophrenia also affects individuals with higher intellect 
than average and individuals who positively contribute to their community and society at large. 
What stands in common of the accounts of the recovery from the illness are the distress it causes 
to those who are diagnosed and their caregivers, and the individual strength and community 
support necessary for care and recovery.  
Our Voices (2008) contains multiple accounts of the experience of schizophrenia from 
individuals diagnosed with the disorder in a community in North Carolina, edited by individuals 
also with diagnosed mental illness (Corr, Dunne, Kapil, Miller, & Moon, 2008). The authors ask 
and report answers of questions on the topics of illness and recovery, medications and treatment 
given, support received, education and employment status, health and substance abuse, interests 
and opinions and experiences of the mental health system and mental health stigma. A point of 
tension exposed within the book is the mutual distress of the experience of schizophrenia and the 
distress of side effects that are experienced from medications that treat schizophrenia. One editor, 
Michael Dunne (2008) comments on the diversity of the experience of schizophrenia and the type 
of supportive therapy necessary for recovery from the illness in the below passage: 
The illness manifests differently in different people. Not only is each of our chemical 
systems different from one another and thus we react differently to different medications, 
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but also, every person is unique with different experiences, different responses to those 
experiences, different viewpoints, and different beliefs. But one thing is universal: 
schizophrenia is an illness that affects us physically, emotionally, psychologically and 
spiritually. Therapy must address each of these elements of our being, if real healing is 
going to take place. (Corr, Dunne, Kapil, Miller, & Moon, 2008, p. 203). 
Mind Estranged (2014) is a first-hand account of Bethany Yeiser’s onset and recovery 
from schizophrenia (Yeiser, 2014). In this book Yeiser describes her unique experience of the 
illness, which started as a change in her cognition that made it difficult for her to focus on her 
university studies as well as a fixed preoccupation with a idea to raise and send money to the poor 
in foreign countries. Yeiser’s disclosure provides a timeline to her perception of her illness which 
compelled her to quit attending her classes, cut off communication with her family, become 
homeless on the grounds of the university that she had attended, become floridly psychotic and 
functionally illiterate, and which resulted in multiple arrests for her homelessness and public 
disturbance before she obtained psychiatric treatment. Yeiser’s account gives a glimpse of lack of 
insight and social withdrawal from a first-hand perspective. She questions whether the 
experiences she had were real or hallucinations, and her delusions drove her to homelessness in 
the belief that she was on a quest from God. She speaks of the conviction of her delusions, which 
caused her to hide her homelessness from others including her parents. She gives account of the 
somatic, olfactory, auditory, and visual hallucinations that were her company in her illness and 
which led her to bizarre behavior such as screaming in public, influenced by the command of her 
hallucinations or by distress from constantly responding to internal stimuli. Yeiser speaks of the 
longevity of her illness and internal experience of it pre-treatment. One of the frustrating aspects 
of schizophrenia, considering its devastating effect on afflicted individuals, is the significant 
length of time it can take to receive an accurate diagnosis and therefore proper care. Yeiser 
(2014) states: 
My mind was creating voices and hallucinations for months before doctors later 
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diagnosed me with a mental illness at the psychiatric hospital. I had delusions and false 
beliefs for years before I was diagnosed. I was considered schizophrenic only after the 
voice and hallucinations altered my behavior, and I began screaming and yelling 
profanely back at the voices in my mind. (Yeiser, 2014, p. 150). 
Lori Schiller (1977) gives a firsthand account of her experience with schizophrenia in her 
book entitled The Quiet Room (Schiller & Bennett, 1977). Schiller explains that her mental 
illness began with the psychosis of auditory hallucinations while she was a teenager. During 
college, her symptoms became aggravated and she was placed in repeated hospitalizations to try 
different medications and Electroconvulsive therapy (ECT) for treatment. The accounts of her 
hospitalizations show the difficulty in finding an effective medical treatment for her illness. She 
describes a cocaine addiction that she developed as a self-described, self-medication. She 
describes a death wish and her suicide attempts to escape from her illness. Her account highlights 
agitation, violent thoughts and violent action in response to distress she felt in relation to her 
hallucinations. The experiences of Schiller’s illness by close family members and friends includes 
discussions of the shame, stigma, and fear associated with the diagnosis of schizophrenia 
particularly by a white family in an upper middle class in the 1970’s (Schiller & Bennett, 1977). 
Since the 1970’s progress has been made to humanize mental illness, particularly schizophrenia, 
but fear and misunderstanding still currently exist towards individuals who are diagnosed with 
this illness.  
The Day The Voices Stopped (2001) gives an autobiographical account of Kenneth 
Steele’s experience of his diagnosis of schizophrenia and the course his life took as a result of his 
illness (Steele & Berman, 2001). At the age of 14, Steele began to experience auditory command 
hallucinations that instructed him to kill himself and flee his home. He was kicked out of his 
family’s home as a teenager and disowned by his parents due to his mental illness. While 
homeless, he supported himself for many years by prostitution, and spent the majority of his life 
in and out of hospitalizations and halfway houses across the country. Steele also spent the 
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majority of his life actively psychotic and living with the constant presence of hallucinations. He 
self-medicated with alcohol to quiet his symptoms, and many times came close to ending his life 
in response to the distress of his symptoms. Steele was relieved of his psychotic symptoms by 
atypical antipsychotics later in life. He devoted a significant portion of his later life to mental 
health advocacy by assisting in the voter registration of individuals with mental illness, by 
starting recovery focused peer support groups in his community, and by founding a publication 
devoted to sharing stories from individuals diagnosed with a mental illness. A doctor is quoted in 
the book, describing Steele’s illness: 
It’s that the whole judgment is impaired, plus you have voices hectoring you, talking 
about your shortcomings, telling you that you are worthless. It’s like having a constant 
headset on, and at the same time that there are people making demands on you to have an 
ordinary life. (Steele & Berman, 2001, p. 188) 
Elyn R. Saks (2007) received a MacArthur Foundation fellowship for her 
autobiographical account of her experience of schizophrenia, entitled The Center Cannot Hold: 
My Journey Through Madness (Saks, 2007). Her illness was given many labels prior to a 
diagnosis of schizophrenia. The onset of her illness can be traced back to her childhood with the 
appearance of a prodromal stage in which she experienced Obsessive Compulsive Disorder 
(OCD) type symptoms and paranoia. Saks experienced her first psychotic break in college, which 
presented initially as disorganized, impulsive behavior and speech. Saks makes note of masking 
skills she developed early on to hide her symptoms. She presents a conundrum that exists for 
many psychiatric patients when they are presented with the choice between being labeled as 
insane for speaking their mind, or hiding their symptoms and not getting proper treatment. Saks 
speaks of the increase in her paranoia and disorganization as her psychosis became more acute 
and her attempts at starving herself to get rid of the evil she felt existed inside of her. Saks gives 
insight into schizophrenia that is relevant to understanding intervention and clinical work with 
individuals who are floridly psychotic. Saks communicates “psychotic people who are paranoid 
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do scary things because they are scared” (Saks, 2007, p. 97). Saks also describes a subjective 
account of the intersection of psychosis and shared reality: 
Psychosis is like an insidious infection that nevertheless leaves some of your faculties 
intact; in a psychiatric hospital, for example, even the most debilitated schizophrenic 
patients show up on time for meals, and they evacuate the ward when the fire alarm goes 
off. . . Completely delusional, I still understood essential aspects of how the world 
worked” (Saks, 2007, p. 99). 
Saks spent about fifteen years of her illness in denial of its severity and attempting to go 
off of medications, only to continually reenter into florid psychosis. In moments of psychosis she 
describes her mind as being filled with a cacophony of relevant and irrelevant thoughts as “every 
sight, every sound, every smell coming a you carries equal weight; every thought, feeling, 
memory and idea presents itself to you with equally strong and demanding intensity” (Saks, 2007, 
p. 229). In recounting her disorganization, Saks states, “I’d start a sentence, than be unable to 
remember where I was going with it. I began to stammer severely, to the point where I could 
barely finish a thought” (Saks, 2007, p. 65). Saks (2007) describes: 
Consciousness gradually loses its coherence. One’s center gives way. The center cannot 
hold. The “me” becomes a haze, and the solid center from which one experiences reality 
breaks up like a bad radio signal. There is no longer a sturdy vantage point from which to 
look out, take things in, and assess what’s happening. No core holds things together, 
providing the lens through which to see the world, to make judgments and comprehend 
risk. Random moments of time follow one another. Sights, sounds, thoughts, and feelings 
don’t go together. No organizing principle takes successive moments in time and puts 
them together in a coherent way from which sense can be made. And it’s all taking place 
in slow motion (Saks, 2007, p. 13).  
Saks credits her recovery from illness to the support of peers, educators, loved ones and 
their early and continued interventions. She underwent extensive psychoanalysis while attending 
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graduate school, and attributes this type of therapy and medication to the success of her recovery 
from the illness. It is notable that Saks is an accomplished legal professional, educator, and 
researcher and has given TEDtalks as an advocate for those with mental illness (Saks, 2007). 
Phenomenological Research 
Overview 
Phenomenological research seeks an “individuals perceptions and meaning of a 
phenomenon or experience” (Mertens, 2010, p. 235). In this method a researcher seeks to 
describe the “meaning, structure and essence of the lived experience” of the particular phenomena 
from the perspective of the person or group of people experiencing it (Mertens, 2010, p. 235). 
Phenomenological research is classified as qualitative analysis as it provides a textural description 
of an occurrence versus the statistics deduced from quantitative data. Clark Moustakas (1994) 
systematically defines steps utilized to analyze phenomenological data including epoche, 
reduction including bracketing, horizontalization, clustering into themes and textural description, 
imaginative variation, structural description, and synthesis (Moustakas, 1994). The goal of using 
these steps is a fresh interpretation of the experience, thorough examination of themes, and 
intuitive response to the data. A further explanation of this process is included in the methodology 
section of this thesis. 
Phenomenology of Schizophrenia 
Interest in the subjective experience of individuals diagnosed with schizophrenia has a 
history that starts in the early 1900’s with application of the philosophical method of 
phenomenology to psychiatry by a number of German psychiatrists (Noll, 2000). German 
psychiatrist and art historian Hans Prinzhorn, was among those interested in this investigation 
method. Prinzhorn founded a collection of artwork in order to study the “insane” including 
individuals with a diagnosis of schizophrenia (Noll, 2000, p. 354). He considered the artistic 
works as a “direct window into the patient’s mind” and was interested in the features of 
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schizophrenic expression in a time that pre-dated the development of the field of art therapy 
(Killick & Schaverien, 1997, p. 135).  
A number of psychiatrists in the 1950’s were influenced to revisit the phenomenology of 
schizophrenia by their interest in the philosophy of existentialism (Noll, 2000, p. 354). The 
introduction of the Diagnostic Statistical Manual (DSM) to psychiatry, also in the 1950’s, 
overshadowed these types of accounts (Yip, 2004). Since the development of the DSM, the 
experiences of individuals with a diagnosis of schizophrenia are typically interpreted in the 
context of diagnostic criteria. Subjective accounts of experience have been considered less 
reliable compared to methods that show greater objective validity, however, they are a critical 
part of the experience of the disorder of schizophrenia for those who experience it (Sass & 
Parnas, 2001). A phenomenological perspective of the disorder of schizophrenia has the ability to 
take into account the underlying feelings and thoughts that a person has in relation to their 
experience which may be reduced to a symptom by others who have not shared that experience 
(Kim, Takamoto, Mayahara, Sumida, & Shiba, 1994). Understanding a phenomenological 
perspective of the disorder of schizophrenia can help those not afflicted with it to develop 
empathy for the experiences of those diagnosed as well as help inform clinical practice.  
Research has validated the importance of the phenomenological perspective in the 
practice of psychiatric rehabilitation and new perspectives in psychotherapy (Perez-Alverez, 
Garcia-Montes, Vallina-Fernandez, Perona-Garcelan, Cuevas-Yust, 2010; Yip, 2004). 
Phenomenological research cannot alone create a full picture of schizophrenia, but the results of 
this method of research can help further develop theories that are specific to the disorder. The 
most current wave of phenomenological research of schizophrenia has been conducted by 
psychologist Louis Sass and psychiatrist Josef Parnas who have used their findings to develop a 
theory that suggests schizophrenia is a “self-disorder” describing those diagnosed with an 
impairment of the basic sense of self (Noll, 2000, p. 354; Perez-Alverez et al, 2010). Foci of 
recent phenomenological studies of schizophrenia have included interest in the phenomenology 
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of alterations of perception and self-experience, the subjective experience of schizophrenia as 
opposed to other disorders, and the intersection of phenomenology with other areas of research 
such as cognitive neuroscience (Cutting & Dunne, 1989; Uhlhaas & Mishara, 2007). 
Phenomenological accounts of schizophrenia inform other areas of science as the shared 
experiences of those with the disorder can come to be more clearly understood. Considering that 
the cause of schizophrenia is still not definitely understood, it seems critical to continue to 
explore the disorder from as many research perspectives as possible, including first-hand 
accounts.  
Phenomenology of Hallucinations  
Hallucinations have been shown to be a “phenomenologically heterogeneous experience” 
that can affect multiple and different modalities in different individuals (Aleman & Larøi, 2008). 
Accounts of hallucination can be described by elements of form and content (Singh, Sharan & 
Kulhara, 2003). Descriptions of the form of hallucinations relate to perceptions of “objective 
reality in the hallucinations” or physical attributes whereas content relates to personal “elements 
that reflect the patient’s life experience synthesized through their memory” (Aleman & Larøi, 
2008; Singh, Sharan & Kulhara, 2003, p. 333). A scale called the Phenomenology of 
Hallucinations Scale has been used to collect parameters of hallucinations including “extent 
(frequency and duration), location, reality (current and past), sensory intensity, constancy, overt 
behavior, control, time, causal, experience shared, content-affect, content-verb and content-noun” 
(Singh, Sharan & Kulhara, 2003, p. 343).  This scale has been employed in research with 
individuals with a diagnosis of schizophrenia in an attempt to understand the correlation of 
qualities of hallucinations and psychosis (Singh, Sharan & Kulhara, 2003). 
Impact of social and cultural context 
There is evidence that social and cultural context including spirituality can influence how 
an individual may perceive the experience of their hallucinations (Jones, Guy & Ormrod, 2003). 
In societies where hallucinations can be explained in the context of spiritual and cultural beliefs 
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and practices, there are more positive qualities attributed to the experience (Aleman & Larøi, 
2008). It is a Western value to clarify an experience as real or imaginary and therefore find 
pathology when a person is unable to make this distinction (Aleman & Larøi, 2008). This cultural 
stigma can influence the reaction a person has to their experience of hallucinations. 
Hallucinations of individuals with a diagnosis of schizophrenia are “personally salient and 
emotionally charged” (Aleman & Larøi, 2008). Emotion has been shown to play a role in the 
influence of hallucinations and individuals who experience symptoms of depression and low self-
esteem therefore experience hallucinations that are more distressing (Aleman & Larøi, 2008). 
In a study utilizing Q-methodology to collect subjective experiences of auditory 
hallucinations in individuals with and without schizophrenia, subjects were found to explain their 
experience of auditory hallucinations categorically as either biomedical, psychological or spiritual 
in nature (Jones et al, 2003, p. 192). An interview of ten men and ten women aged 27 to 75, with 
a range of mental wellness and mental health care usage resulted in the discovery of six belief 
perspectives towards the conceptualization of hallucinations including: the “positive spiritual 
perspective” of those who consider voices are from a positive spiritual source but discount a 
biomedical framework, the “personal relevance perspective” of those who considered their voices 
related psychologically to a personal life event and did not heavily rely on biomedical or spiritual 
understanding of the occurrence, the “resigned pessimist perspective” of those who find their 
voices related to problematic life experiences and feel hopeless towards the potential of therapy, 
the “pragmatic response perspective” of those who understood voices from a spiritual perspective 
but agreed with psychiatric treatment, and the “passivity to forces perspective” of those who felt 
powerless towards voices they perceived as “caused by spiritual possession and neurochemical 
imbalances” but with endorsement of psychiatric services and a generic mental illness perspective 
which advocated mental health care services and “accepted voices might be illusory” (Jones et al., 
2003, pgs. 198-204). All perspectives attributed some aspect of their experience to a 
psychological origin (Jones et al., 2003). While this research does not solely focus on individuals 
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with a diagnosis of schizophrenia, it shows the complexity of interpretation of hallucinations from 
a range of perspectives.   
Hallucinations content described 
Accounts of hallucinations in individuals with schizophrenia describe the varied, forms 
and content of the experience and their influence on each individual’s life. Individuals may be 
thankful to hear voices in times of illness or may be terrified at their perceptions (Yeiser, 2014). 
Auditory verbal hallucinations can be audible or inaudible, “accusing or enthusing, individual or 
chorus, spoken or sung, recognized acquaintance or anonymous interlocutor, memories or words 
past or virgin encounters, stifled-repetitive or novel-creative, heard inside of the head or 
perceived in the world and spoken to or about the person that hears them” (McCarthy-Jones, 
Thomas, Strauss, Dodgson, Jones, Woods, Brewin, Hayward, Massoud, Barton, Kingdon, & 
Sommer, 2014). Emil Kraeplin (1919) documented patient’s accounts of their auditory 
hallucinations: 
Sometimes it is only a whispering, “as if it concerned me” as the patient says, a secret 
language, “taunting the captive”; sometimes the voices are loud or suppressed, as from a 
ventriloquist, or the call of a telephone, “children’s voices: a patient heard “gnats speak.” 
Sometimes they shout as a chorus of all confusedly; a patient spoke of “drumming in the 
ear”; another heard “729,000 girls.” Sometimes the voices appear to have metallic sound; 
they are “resonant voices,” “organ voices.” or as of a tuning fork. At other times they do 
not appear to the patients as sense perceptions at all . . . There is an “inner feeling in the 
soul,” an “inward voice in the thoughts”; “it is thought inwardly in me”; yet “sounded as 
if thought”  (Williamson, 2005, pgs. 4-5). 
Clinical Implications 
There is relevance to the need for exploring the function, significance, and value of 
hallucinations in those diagnosed with schizophrenia (Suri, 2011). The reduction of the 
experience of hallucinations to a symptom that can be resolved with medication can be perceived 
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as indifferent by individuals who identify with the content of their hallucinations as well as for 
those whose hallucinations are not resolved through the use of medication (Suri, 2011). Elyn Saks 
(2011) credits her mental well-being to medication as well as the exploration of the content of her 
experiences of schizophrenia, including her hallucinations, in psychoanalysis (Saks, 2011). Saks 
also describes masking her hallucinations to others particularly in the early stages of her illness. It 
seems that patients in acute psychiatric treatment for schizophrenia may feel prone to hide 
symptoms such as hallucinations in order to avoid prolonged stay in inpatient care facilities and 
the response they fear they may receive from clinicians (Gray, 2008). One psychiatrist, Marius 
Romme, argues that the core experiences of individuals diagnosed with schizophrenia “need to be 
treated as meaningful and valid even if they may at first appear bizarre or unusual” (Gray, 2008, 
p. 1007). This perspective assumes that ignoring the meaning that an individual associates with 
their hallucinations may counter their recovery from illness. 
Art Therapy Research of Schizophrenia and Hallucinations  
Art Therapy 
Art therapy, “the synergy between art and psychology,” has historical roots in the both 
the UK and United States (Junge & Asawa, 1994, 21). The emergence of the field came about in 
the 1930’s though the term art therapy was first acknowledged in 1942 (Hogan, 2001). The 
American Art Therapy Association (AATA) defines art therapy as “the therapeutic use of art 
making, within a professional relationship, by people who experience illness, trauma or 
challenges in living, and by people who seek personal development” (AATA, 2014, web). 
Art therapy is a mental health profession in which clients, facilitated by the art therapist, 
use art media, the creative process, and the resulting artwork to explore their feelings, 
reconcile emotional conflicts, foster self-awareness, manage behavior and addictions, 
develop social skills, improve reality orientation, reduce anxiety, and increase self-esteem 
(ATTA, 2015, web). 
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The British Association of Art Therapists (BAAT) defines art therapy as “a form of 
psychotherapy that uses art media as its primary mode of expression and communication. Within 
this context, art is not used as diagnostic tool but as a medium to address emotional issues which 
may be confusing and distressing” (BAAT, 2014).  
Art therapists may align themselves with Psychodynamic, Jungian Analytic, Humanistic 
(Phenomenological, Gestalt, Person-centered, Open Studio), Psycho-educational, Systematic, and 
Integrative or eclectic approaches that combine multiple psychological theories in practice 
(Rubin, 2001).  
*Art Therapy is defined by both the BAAT and AATA here as the research further 
discussed is published from both the United States and the UK. There are several orientations of 
art therapy and approaches rely on the psychological orientation of the therapists practice. 
Art Therapy and Schizophrenia 
 Writing on the topic of the therapeutic qualities of art for treatment of schizophrenia has 
been published since the 1940’s with descriptive accounts of first-hand experiences of patients 
diagnosed with schizophrenia creating artwork. As early as 1937, Guttmann and Maclay 
published clinical observations of drawings made by individuals with a diagnosis of 
schizophrenia (Hogan, 2001). Guttman and Maclay focused on the change in pictorial 
representations over the course of the illness of schizophrenia and patient’s perceptions of that 
change. They perceived that a patient’s desire to create art was to express themselves but did note 
that only a small number of patients were able to transform their experiences into a picture form, 
particularly in stages of acute psychosis (Hogan, 2001).  
In research in the 1940’s, the art therapy studio was described as a place to provide 
“ordered freedom” and a “place where patients could be themselves without any fear of criticism” 
(Hogan, 2001, p. 173). The therapeutic benefit ascertained from this study was that it was the 
creation of the art itself and not talking about it, which was healing to patients (Hogan, 2001). 
This philosophy of treatment is closely related to an art as therapy versus art psychotherapy mode 
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of treatment. It is important to note here, for context, that this study took place in the years of 
institutionalization when antipsychotics were not yet developed. 
Individuals with a mental disorder such as schizophrenia can experience pathology of the 
symbolic process in which there may be an impairment of distinguishing between a real object 
and its representation (Rubin, 2001, p. 42). A psychodynamic art therapy approach to 
schizophrenia suggests that making visual images can “facilitate an increased capacity for 
symbolization and associated reality testing” which can result in the differentiation of reality and 
fantasy (Rubin, 2001, p. 44). Margaret Naumberg (1950) suggested that individuals with 
schizophrenia should interpret their own imagery, “as it is the patient’s response to his own 
symbolic creations” that establishes the importance of art therapy as a treatment modality (Junge 
& Asawa, 1994, p.162). Artwork may be understood through the Expressive Therapies 
Continuum (ETC), a framework established to understand the function of materials and directives 
in art therapy interventions thorough a continuum that includes at a basic level, a kinesthetic and 
sensory component, then perceptual and affective level, cognitive and symbolic level, and at peak 
a creative level that balances all of the components (Hinz, 2009). Use of the ETC finds that 
individuals who have a diagnosis of schizophrenia may overuse the symbolic component of their 
self-expression (Hinz, 2009). Overuse of the symbolic component is indicated in art by the 
“presence of too many symbols, the defensive use of symbols, and the over-identification with 
symbols” (Hinz, 2009, p. 160).  
Art Therapy Treatment for Schizophrenia: Reality Orientation, Structure, Trust, and 
Empathy 
It is considered therapeutic for patients who have lost orientation with reality to engage in 
tasks in which they have to perceive and describe their surroundings using the perceptual level of 
the ETC (Hinz, 2009, p. 90). A type of task that describes the environment directly around the 
person, can serve to provide reality orientation for the individual and help them “increase and 
make contact with the external reality of their environment.” (Hinz, 2009, p. 90). Betensky’s 
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phenomenological art therapy approach to processing the art of individuals with a diagnosis of 
schizophrenia suggests the therapist asks the question “what do you see?” to reinforce emphasis 
on ”grounding imagination in the world outside the artists thoughts and feelings” (Malchiodi, 
2003, p. 278).  
Art directives that provide structure and an environment that promotes ego growth and 
mastery, or success-oriented tasks are suggested for individuals with a diagnosis of chronic 
schizophrenia (Robbins, 2000, p. 27). Machiodi (2003) suggests providing interventions based on 
reality orientation, and attention to safety concerns, decision making, problem solving, and cueing 
as well as providing extra encouragement for art therapy directives with older adults with a 
diagnosis of schizophrenia (Malchiodi, 2003, p. 298). It could be generalized that even younger 
patients in an acute phase of schizophrenia can benefit from the structure of verbal and visual 
prompts and extra modeling of an art therapy task to engage in the process of orienting to reality 
and the creation of art.  
Wadeson (1987) suggests engaging in art therapy with individuals in acute stages of 
schizophrenia and tolerating what seems as outwardly bizarre behavior in an effort to establish 
trust for later sessions (Wadeson, 1987). She encourages the use of empathy to relate to the 
underlying feelings being expressed by the individual with schizophrenia versus the managing of 
their behaviors (Wadeson, 1987). 
Group Art Therapy for Schizophrenia 
Individuals who are psychotic flourish in “supportive, reality focused, structured group 
therapy and require a sealing over rather than an opening up” (Skaife & Huet, 1998, p. 93). 
Killick’s suggestion to engage a psychotic patient within a group by having them participate in 
concrete tasks, and avoid abstraction, functions as defensive “to protect the self from 
overwhelming anxiety” (Skaife & Huet, 1998, p. 93). Art therapy tasks that enable a patient to 
relate concretely to materials and others versus in a symbolic way, allow for trust and interaction 
to be built slowly in the group and promotes reality orientation (Skaife & Huet, 1998). Liebmann 
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suggests “media exploration, concentration, dexterity and memory tasks, self perceptions and 
group paintings” for individuals with chronic schizophrenia (Liebmann, 1995, p. 95). Liebmann 
includes “media exploration, self perceptions, group paintings, group games and links with other 
expressive arts” for individuals in acute care that may also be in a group with individuals with a 
variety of mental illnesses (Liebmann, 1995, p. 95).  
Features of the artwork 
Art that is made by an individual with schizophrenia may contain “partial images that 
express complicated symbolic meaning” (Naumberg, 1987, p. 9). These symbols are typically 
more personal than universal in their meaning to the individual who created them and are 
therefore more idiosyncratic versus more universally relatable (Hinz, 2009; Wadeson, 1980).  
It has been perceived that there is a superficial quality common to both schizophrenic art 
and non-pathological doodles, which are both produced in a state of “divided or diminished 
attention” (Hogan, 2001, p. 165). Guttman and Maclay describe characteristics of schizophrenic 
art as including “fragments of living beings” and “mixtures of letters, figures, and odd lines” as 
well as lacking vividness (Hogan, 2001, p. 183). Hinz (2009) states that it is common to see 
bizarre color combinations in the artwork of individuals with a diagnosis of schizophrenia (Hinz, 
2009, p. 203).  
Wadeson (1980) observed that there exists a range of expression seen in individuals with 
a diagnosis of schizophrenia, and that pictures produced can closely resemble those of other 
patients such as those diagnosed with bipolar disorder (Wadeson, 1980). An exploratory study of 
self-figure drawings conducted in 2003 found that art creations could not solely predict a case of 
schizophrenia (Lev-Wiesel & Schvero, 2003). McNiff (1974) furthermore confronts the myth that 
exact features appear in the artwork of individuals diagnosed with schizophrenia (McNiff, 1974). 
It can be clarified that there may be similar features and indications of pathology in the artwork of 
individuals diagnosed with schizophrenia but the artwork that they produce can be as complex as 
the people themselves. 
	  	  
38	  
Therapeutic Benefits 
 Individual cases reporting on the use of art therapy in schizophrenia reveal that the use of 
art can help facilitate verbal communication in a client limited in this type of expression 
(Morrow, 1985; Noronha, 2013). Progress seen through the use of art mediums includes 
indication of “speaking more, expressing feelings and gaining better insight” (Noronha, 2013, p. 
89). The provision of art therapy can open a dialog around some of the concerns that are indicated 
in the diagnosis of schizophrenia such as “disturbance in self-esteem”, “primitive self-concepts”, 
“poor reality testing”, and “confusion” (Honig, 1977, p. 104).  
Art therapy can also help document a patient’s progress by comparison of their progress 
as seen in pictorial representations (Derganc, Savs & Care, 2013; Morrow, 1985). Wadeson 
(1980) recommends utilizing art therapy as an assessment as well as a therapeutic intervention for 
those with acute schizophrenia (Wadeson, 1980). Wadeson found a correlation of emergent 
themes in artwork to individual recovery styles. She observed that artistic works that expressed 
and integrated the experience of illness were more successful in recovery than those that sealed-
over or isolated and repressed the experience (Wadeson, 1980).  
Research on Art Therapy and Schizophrenia 
 The American Association of Art Therapy (AATA) publishes a list of outcome and single 
subject studies on the use of art therapy used in cases with individuals diagnosed with 
schizophrenia, spanning from the years 1987-2014 (AATA, 2014). The studies are diverse in 
addressing efficacy of art therapy, provisions and practice, the impact of group therapy, and 
documentation of case studies and assessment strategies. The majority of qualitative studies 
confirm the validity of art therapy approaches in the treatment of schizophrenia, while the 
majority of quantitative studies prove art therapy is valuable in the case of schizophrenia but are 
inconclusive in gathering measured outcomes proving its validity in comparison to other 
treatment modalities (Green, Wheeling, Talsky, 1987; Montag, Haase, Seidel, Bayerl, Gallinat, 
Herrman, Dannecker, 2014).  
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While qualitative studies suggest that art therapy helps in emotion expression, developing 
creative potential, and supporting and facilitating an integrative process, the validity of art 
therapy treatment is complicated by the variety of approaches to art therapy and complex features 
and symptoms of the disorder of schizophrenia (Gajic, 2013). Ruddy and Milnes (2009) assessed 
the use of art therapy as an adjunctive treatment in cases of schizophrenia and schizophrenia-like 
illnesses, compared to other standard care and other psychosocial interventions to treat these 
disorders (Ruddy & Milnes, 2009). Implications of the study suggest that individuals with 
schizophrenia should be made aware that the use of art therapy in the case of schizophrenia is 
unclear, clinicians should be aware that their work is still largely experimental, and it is suggested 
that more research is put into understanding the efficacy of art therapy for individuals with a 
diagnosis of schizophrenia (Ruddy & Milnes, 2009).  
In an effort to understand the availability of art therapy treatment, types of art therapy 
available, and the therapist’s views on art therapy provided to individuals and groups in the U.K., 
a national survey was conducted on the provision and practice of art therapy (Ainsworth, 
Patterson, Waller, & Crawford, 2011). The survey gathered information from 71 art therapists 
who worked in various mental health settings. The majority of forty-two therapists reported using 
a psychodynamic approach to art therapy, another ten reported an eclectic approach, seven 
reported a CBT approach, and remaining reported nondirective or humanistic approaches 
(Ainsworth et al, 2011). Therapists reported that the benefit of art therapy for individuals with a 
diagnosis of schizophrenia is in the ability for individuals to “express difficult emotions, improve 
capacity to communicate with others and support the resolution of internal conflict” (Ainsworth 
et al, 2011). Findings confirmed that treatment strategies for art therapists remain diverse and that 
it would be beneficial to have a more complete understanding of what patients are appropriate for 
referral for art therapy and specific outcomes achieved through its provision (Ainsworth et al, 
2011). A follow up to this study by several of the same researchers asked the therapist perspective 
of “what changes, how and for whom” (Ainsworth, Patterson, Waller, & Crawford, 2011, p. 70). 
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The study was not able to identify clear referral criteria or outcomes of treatment but did deduce 
that benefits of art therapy were in line with the National Institute for Care and Excellence 
(NICE) in the U.K., in that people with schizophrenia were able to “experience themselves 
differently and develop new ways of relating to others”, express and organize themselves through 
an aesthetic form, and better understand “feelings that may emerge in the creative process” 
(Ainsworth et al, 2011) 
There are many articles which refer to the recent Multicenter Study of Art Therapy in 
Schizophrenia: Systematic Evaluation (MATISSE) study, one which introduces the study 
protocol, several that report the results of the study, and an article that presents criticism of the 
studies findings. The original MATISSE study was a “rater blinded, parallel group, randomized 
control trial” which evaluated the effectiveness of “group art therapy plus standard care, activity 
groups plus standard care, or standard care alone” for 417 people over the age of 18, who each 
had a diagnosis of schizophrenia (Crawford et al, 2012, p. 2). The study was conducted in 
England and Northern Ireland shortly after national guidelines recommended offering art therapy 
to individuals with schizophrenia to “alleviate negative symptoms” (Crawford et al, 2010, p. 7). 
Results from the study found that group art therapy was not any more effective than alternate 
treatment modalities in “improving global functioning or health outcomes of people with 
schizophrenia” (Crawford et al, 2012, p. 9). Findings also documented low attendance to all 
offered groups including standard care (Crawford et al, 2012). Further research recognized the 
results of the MATISSE study as inconclusive based on the heterogeneous nature of the 
individuals involved in the research (Leurent, Killaspy, Osborn, Crawford, Hoadley, Waller, & 
King, 2013). The researchers provided a secondary analysis of the MATISSE data, which aimed 
to identify patients with schizophrenia who may benefit from use of art therapy. Results were 
inconclusive but recognized a need for this answer to be identified. Holttum & Huet (2014) 
produced further critical analysis of the MATISSE study with a study that looked at the contrast 
between U.K. national guidelines that recommended art therapy for individuals with 
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schizophrenia, as opposed to the results of the MATISSE study, which results suggested that art 
therapy was not useful (Holttum & Huet, 2014). They reviewed six articles that reported on the 
trial and found that results of the MATISSE trial had the potential to negatively impact art 
therapists, their services, and individuals who had a diagnosis of schizophrenia (Holttum & Huet, 
2014, p. 4). “Trial development and preparation”, “conduct of the trial”, “trial reporting”, and 
“statistical analysis” were analyzed with indications that the trial was designed to have 
“unexplained outcomes” (Holttum & Huet, 2014, p. 5-7). It was also suggested that poor 
attendance to the trial overall limited the ability for participants to flourish in the interventions. 
The original MATISSE trial failed to assess what art therapists suggested should change such as “ 
integration of thoughts and feelings, enhanced sense of self, and emotional expression” (Holttum 
& Huet, 2014, p. 8). The results view the MATISSE findings as unwarranted (Holttum & Huet, 
2014, p. 8). Holttum and Huet (2014) suggest that more beneficial area of further research would 
include research on art therapy’s mechanisms, the “mechanisms of occurring for people given a 
diagnosis of schizophrenia” including what perpetuates social exclusion and disability, 
discrimination and use of medication (Holttum & Huet, 2014, p. 8).  
Artists with a diagnosis of Schizophrenia 
An exhibit entitled “Reassembling the Self: the Art of Schizophrenia” presented the 
artworks of two artists diagnosed with the disorder of schizophrenia in collaboration with 
philosopher and artist Susan Alworth, who conceptualized the project in her time as Artist in 
Residence at the Institute of Neuroscience at Newcastle University (Rofman, 2015, web). 
Alworth’s aim in developing the show was to “open up a wider discussion about the experience 
of schizophrenia” and help to de-stigmatize the illness (Rofman, 2015, web). Included artist 
Kevin Mitchinson, credits the creation of his artwork with helping him reach a level of recovery 
in which he has control of his voices and has limited paranoia (Rofman, 2015, web). Artist 
Camille Ormston credits art as aiding her recovery and improving her confidence (Rofman, 
2015). The resulting exhibition creates an important dialogue on the healing power of art in the 
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case of schizophrenia, and the method of curation and execution of the exhibition gives insightful 
perspective of the disorder, while empowering the individuals in the role of artist. 
In art therapy research, attention has been given to utilizing a role development model in 
art therapy with individuals with a diagnosis of schizophrenia (Schindler & Pletnick, 2011). This 
model of treatment suggests that there is a therapeutic benefit for individuals diagnosed with 
schizophrenia to develop and apply the skills of artistic expression in the role of artist, and find 
meaningful work in that role (Schindler & Pletnick, 2011).  
Phenomenological Study of Art Therapy and Schizophrenia 
A search of the literature on art therapy and schizophrenia found one documented 
phenomenological study of art therapy with individuals with a diagnosis of schizophrenia, 
conducted by Harriet Wadeson. Topics covered by Wadeson as a result of the study include 
characteristics and clinical considerations, phenomenology, institutional impact, art expression 
and recovery, and comparisons of artwork with other diagnoses (Wadeson, 1980). Wadeson’s 
research on the subjective experience of acute schizophrenia was conducted over a three-year 
period in the 1970’s at the Psychiatric Assessment Section of the NIH Clinical Center. Wadeson 
was interested in understanding the patient’s inner experience of delusions and hallucinations of 
schizophrenia versus interpretations of their behavior or reaction to medication. Over the course 
of the study, fifty-six patients participated in an acute phase art evaluation session upon their 
admission to the hospital, forty-nine individuals participated in a discharge session upon leaving 
the hospital, and forty-two participated in the one year follow up session. The study was designed 
to capture drawings from the same patients in phases of acute psychosis and in a stabilized state. 
Wadeson requested that patients draw a sequence of five pictures: a free picture eliciting 
spontaneous expression, self-portrait assessing a view of oneself, picture of their illness or 
“whatever caused you to be hospitalized on a psychiatric unit”, hallucinatory experiences, and 
delusions experienced (Wadeson, 1980, p. 118). The results of the study were organized 
according to phenomenological protocol and found themes of feeling states, depiction of brains, 
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images of physical illness, and locus of illness in the drawings (Wadeson, 1980). Feeling states 
that emerged in the drawings included depression, confusion, anger, but also a positive 
experience of the illness. The depiction of brains related rather concretely to the area affected 
most by the illness. Verbal descriptions relating to these images include fogginess and confusion. 
Physical illness was depicted mostly in relationship to delusional perceptions and beliefs about a 
person’s physical health. Patients described their locus of illness visually and verbally differently. 
Some patients did not believe they were ill, others believed an external force controlled their 
illness, others who believed that their illness was internal and biological or psychological or some 
combination of all of these factors. Wadeson perceived amorphous characteristics as typical to 
many drawings, and a large range of color expression and pictorial organization in the images 
(Wadeson, 1980). 
Phenomenological study of Schizophrenic Hallucinations 
Wadeson (1980) encouraged patients in her study to draw their hallucinations and 
delusions, asking patients if they “ever had beliefs that were radically different from those of 
others or their own previous views or if they had heard or seen things radically different from the 
perceptions of others or their own previous perceptions” (Wadeson, 1980, p. 131). Wadeson had 
observed that patients rarely portray hallucinations or delusions spontaneously but through her 
research found that the drawings yielded rich accounts of the person’s experience through the 
images and associated verbalizations. Of sixty patient participants, five were not willing to 
produce an image of hallucinations or denied having the experience. Themes that emerged in the 
depictions of hallucinations include paranoia, religious experiences that were malevolent or 
benevolent, apparitions, and experiences of delirium. The drawings often portrayed the 
experience of hallucinations as an external phenomenon though images that were associated with 
more delirious experiences looked more populated and abstract on the page. Many of the patient’s 
hallucinations were associated with delusions, which had the content of religious and demonic 
forces, recent history or current events, and seemed like projections of this internal experience on 
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the environment surrounding the individual (Wadeson, 1980, p. 149-150). Feelings associated 
with these experiences were often of persecution, evil danger, or a feeling of power. Wadeson 
interpreted the function of the feeling motifs. Delusions of persecution may represent guilt, evil 
danger may relate to forbidden wishes, and a feeling of power is compensation for typical 
feelings of inferiority (Wadeson, 1980).  
Wadeson noticed an increased psychotic response from patients placed in a seclusion 
room, which corresponds to the understanding that sensory deprivation, can trigger hallucinatory 
experience (Wadeson, 1980; Sacks, 2014). She also uncovered that many patients found comfort 
in their hallucinations while in seclusion (Wadeson, 1980). Wadeson found many patients were 
triggered into delusions by the flood of information on a television set on the unit and also by a 
radio (Wadeson, 1980). She noticed that many patients would portray images related to television 
without prompt, and found a correlation between media viewing and the triggering of psychotic 
imagery (Wadeson, 1980).  
Chapter Summary 
 In summary, this research seeks to explore hallucinations as experienced by adults with a 
diagnosis of schizophrenia. The etiology and risk factors for schizophrenia are diverse and 
unclear. There is much that is not understood about the disorder. The disorder of schizophrenia is 
debilitating and can lead to dysfunction within social and occupational roles. It takes six months 
of symptoms to make a determination on the diagnosis of an individual with schizophrenia. Many 
of the symptoms, including hallucinations are solely observable by the individual experiencing 
them.  
Hallucinations are present in the majority of individuals who have a diagnosis of 
schizophrenia. Hallucinations occur in many individuals who do not have a diagnosis of 
schizophrenia, and are not exclusive to schizophrenia, but when they do appear they are a major 
part of the experience of the disorder. Hallucinations can be understood as misattributions of 
internal stimuli but their function in the disorder of schizophrenia is not understood. Treatment is 
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focused on reduction and elimation of the experience. Medicine is used as a means of controlling 
hallucinations but non-adherence rates are high and medication does not eliminate the experience 
in all cases. Psychotherapeutic interventions can be used in conjunction with medication and 
show promise for reduction of hallucinations and some treatment and peer support may focus on 
exploration of the experience.  
Most research on the hallucinations in the case of schizophrenia is focused on the 
reduction of the experience of hallucination to a symptom of the disorder. First hand accounts of 
the experience of hallucinations in relation to the disorder of schizophrenia are the most thorough 
in their description of the experience, its perceived meaning, how it manifests, and impact on an 
individuals life including ways in which an individual integrates the experience into their life. 
Phenomenological accounts of the experience of hallucinations explain the impact of social and 
cultural context on the perceived meaning, describe the hallucinations content, and explain 
clinical implications based on findings referencing the experience. 
 Art therapy writing on schizophrenia is focused on therapeutic goals such as reality 
orientation, structure, trust and empathy for those treated. Features of the artwork are described. 
Recent art therapy research has focused on the efficacy of the modality of art for treatment. There 
is limited research on phenomenological artistic accounts of schizophrenia and hallucinations and 
the last study of a similar nature was conducted in the 1980’s. 
 Theories about the diagnosis of schizophrenia and related hallucinations alter based on 
advancements in medicine, science, and musings of philosophical thought. Given that the 
disorder of schizophrenia and function of hallucinations are not clearly understood and defined it 
is important to continually discover what the experience is from as many aspects as possible, 
including that of the verbal and artistic phenomenological accounts of those who have the 
experience. Phenomenological accounts help to explain the nature of the experience of 
hallucinations and ways in which individuals experience hallucinations from their subjective 
perspectives. 
	  	  
46	  
CHAPTER 3: METHODOLOGY 
Design of the Study 
This study was conducted using a qualitative phenomenological design. The objective of 
this study was to explore the lived experience of hallucinations in adults with a diagnosis of 
schizophrenia through verbal interview, each participant’s artwork, and each participant’s 
associations to their artwork. The findings of this study help better understand what experiences 
of hallucinations are like in an individual with a diagnosis of schizophrenia. 
Phenomenological research documents the perception and meaning of an experience from 
the perspective of a person who has had the experience (Mertens, 2010, p. 235; Moustakas, 1994, 
p. 13). In a phenomenological approach multiple accounts of an experience are collected to 
“obtain comprehensive descriptions that provide the basis for a reflective structural analysis that 
portrays the essences of the experience” (Moustakas, 2010, p. 13). This study utilized a 
demographic survey, creation of artwork and an open-ended interview to collect data from 
participants. The data collected from the included two participants was analyzed to arrive at a 
better understanding of the subjective reality of the experience of hallucinations for adults with a 
diagnosis of schizophrenia. 
Location of the Study 
This study took place in a private room in the building of an outpatient mental health 
facility in Center City, Philadelphia, PA. 
Time Period for the Study 
The study began following approval of the IRB on December 11, 2014 and ended on 
August 24, 2015. 
Enrollment Information 
This study was designed to enroll up to three adult participants. The study recruited two 
participants. Each participant was over the age of 18 and under the age of 55 with a diagnosis of 
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schizophrenia with features of auditory hallucination. Cultural characteristics such as gender, sex, 
race, ethnicity, religious affiliation and socioeconomic background were expected to vary. 
Participant Type 
The participants were adults, over the age of 18 and under the age of 55, who have been 
diagnosed with schizophrenia with features of auditory hallucinations. The hallucinations were 
not to be attributed to any other medical explanation. Participants could not be actively abusing 
drugs or alcohol. Both participants were enrolled in outpatient care in the facility from which they 
were recruited.  
Participant Source 
The participants in this study were recruited from an outpatient mental health facility in 
Center City, Philadelphia, PA. Both participants were enrolled in an intensive outpatient day 
program that offers long-term medication management, individual therapy, and group therapy. 
Recruitment 
The researcher presented the study and recruitment flyers to therapists at an outpatient 
mental health facility at several staff meetings. Therapists distributed these flyers to all clients at 
the site who fit the inclusion and exclusion criteria. The flyer stated the title and purpose of the 
research, location, participant inclusion and exclusion criteria, and length of the study. It 
explained that participants in the study would receive a $20 gift card at the completion of the data 
collection, as compensation for their time. Contact information was provided on the flyer, 
including the researchers name and a temporary phone number. This phone number was used as a 
means to screen potential participants using the inclusion and exclusion criteria on the flyer. 
When inclusion criteria were verified, a meeting was scheduled at a date and time convenient for 
the potential participant. At the meeting the consent form was explained and reviewed with the 
participant. Upon consent and signature of the form, the data collection process began. 
Three individuals contacted the researcher to participate in the study but only two agreed 
to set up a meeting to participate. The recruitment period ended on May 26, 2015 when it was 
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determined that no further eligible individuals at the recruitment site were willing to volunteer to 
participate in the study (See Appendix A for Recruitment Flyer). 
Participant Inclusion Criteria 
• Individual must be over the age of 18 and under the age of 55 
• Individual must have received a diagnosis of schizophrenia with features of auditory 
hallucination 
• Individual must not have another medical explanation for auditory hallucination 
• Individual must not be actively abusing drugs or alcohol 
• Individual must be in treatment at outpatient mental health facility 
• Individual must agree to have therapist informed of participation in this study 
• Individual must be able to read the recruitment flyer 
Participant Exclusion Criteria 
• Individual is under the age of 18 or over the age of 55 
• Individual has not been diagnosed with schizophrenia 
• Individual has not experienced hallucination in conjunction with diagnosis of 
schizophrenia 
• Individual has another medical explanation for auditory hallucination  
• Individual is actively abusing drugs or alcohol 
• Individual has discontinued treatment at outpatient mental health facility 
• Individual does not agree to have therapist informed of participation in this study 
• Individual cannot read recruitment flyer 
Investigational Methods and Procedures 
Instrumentation 
No published scales were used. 
Data Collection One: Informed consent 
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 Participants were read an informed consent form and given this information on paper to 
review and state in their own words. The informed consent document described the purpose of the 
research, the procedures of the research, each participants rights, any potential hazards involved 
with participating in the research, and a statement regarding compensation received for 
participation. Participants were given the opportunity to raise any questions or concerns regarding 
the consent and were given a copy of the document to take with them. 
Each participant’s identity was protected by use of a pseudonym in all documentation, 
which the participant decided upon. Each participant was informed that no personal identifying 
information would be included in the research presentation. It was explained that the interview 
was to be audio recorded in order to transcribe it and that following the typed transcription, the 
audio recording was to be destroyed. It was explained that the signed informed consent document 
and the transcription of the interview were to be kept in a locked cabinet at the Drexel University 
Creative Arts in Therapy Program office for three years following the conclusion of the study, at 
which point both are to be destroyed.  (See Appendix B for Informed Consent Document) 
Data collection Two: Demographic Survey (10 minutes) 
 A demographic survey was given in order to gain an understanding of some of the 
sociocultural background of each individual. The survey asked for information including: 
• Age 
• Gender 
• Ethnicity 
• Religious affiliation 
• Place of residence and length 
• Employment history 
• Age of diagnosis of schizophrenia 
(See Appendix C for Demographic Survey). 
Data Collection Three: Art Process (45 minutes to one hour) 
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Each participant was provided 12x18 drawing paper (one blank, one with a template of a 
figure, one with a template of a circle), colored pencils, thin and thick felt tip markers, and oil 
pastels. Participants created three drawings and were instructed to: 
1. “Draw what the experience of hallucinating is like for you” on a blank page. This 
was an open-ended verbal prompt which sought a pictorial representation of the 
participant’s hallucinations. 
2. “Select a horizontal or vertical template of a figure. Consider this an outline of 
you, and draw the experience of hallucinating in relation to the figure.” This 
verbal prompt was meant to elicit a more concrete visual representation of the 
experience in relation to the self. 
3. “Fill the circle with what you would like to.” Offering this as a final drawing task 
promoted containment in the conclusion of the drawing portion of interview 
session, prior to the verbal interview, as well as allowed for expression of the 
essence of the self of an individual diagnosed with schizophrenia who 
experiences hallucinations.  
Each participant was given the opportunity to explain their drawings upon completion of 
them. 
Data Collection Four: Intermission and epoche (10 minutes) 
 There was a ten-minute break following the drawing portion of the interview. During this 
time, the participant was encouraged to leave the room and take a break prior to starting the 
verbal interview. At this point the researcher engaged in the epoche, which required her to reflect 
on and set aside any preconceptions regarding the phenomena in order to be attentive to the 
experience described by the participant.  
Data Collection Five: Open ended response interview (approximately 45 minutes) 
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 An open-ended response interview took place following the epoche. This interview was 
conducted in order to collect an understanding of the participant’s experience of hallucinating. 
The participant was informed that the interview would be audio recorded.  
 The following guide for the interview was established in order to facilitate a thorough 
investigation of the topic. Further dialogue was encouraged in order to clarify and obtain detail of 
the participant’s experience. The questions that were used to guide the interview include: 
1. Can you remember and describe your thoughts and feelings about your first auditory 
hallucination?  
2. How often have you experienced hallucinations?  
3. Has the nature of your hallucinations changed or do they stay consistent?  
4. Have you experienced hallucination of any sense other than auditory or hearing voices?  
5. What is the meaning that you attribute to your hallucinations? 
a.  Has that changed from when they started to how you perceive them now and 
why? 
6. Can you describe the experience of disclosing your hallucination to another person? 
a. How did that feel? 
b. Can you describe the other person’s/multiple people’s reaction?  
7. Can you describe any treatment or advice you have received on managing your 
hallucinations?  
8. What do you feel has been the most effective way of managing having hallucination as 
part of your life? 
9. What was it like to draw the experience of hallucinating? 
10. Is there anything that you portrayed in the drawing that is difficult to express in words?  
(See Appendix D for the Interview Guide) 
At the end of the open-ended interview, the researcher reviewed some of the main topics 
covered in the interview to check if their understanding of the account matched what the 
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participant said. The researcher then asked if there was anything that the participant wanted to 
add that was not already discussed in the interview.  
Data analysis 
 The entire audio recording of the interview was transcribed and the data was analyzed 
using phenomenological methods. This process included:  
1. Epoche 
2. Phenomenological Reduction/Textural Description 
3. Imaginative variation  
4. Structural description 
5. Synthesis 
The three pieces of artwork created by each participant were analyzed for themes that 
may or may not have been presented in verbal interview. The combination of findings from the 
verbal interview and artwork provided a description of the lived experience of hallucination for 
adults with a diagnosis of schizophrenia. The findings contribute to an understanding of the 
essence of the experience per individual and as a composite. 
1. Epoche 
 The goal of epoche is to be able to look at an experience, as if it was the first time 
(Moustakas, 1994, p. 85). During the epoche process the researcher assessed what presumptions 
they had towards hallucinations experienced by individuals with a diagnosis of schizophrenia. 
This required the researcher to observe their thoughts and judgments towards the experience in 
order to set them aside and look at the data from a fresh perspective.  
The result of epoche is the ability to return to an experience free from judgment and 
preconception (Moustakas, 1994, p. 90). The researcher utilized journaling in order to concretely 
list and therefore more clearly understand the biases they had developed through research and 
writing of the literature review, clinical education, and other influences. Journaling was an 
effective way to understand judgments that could have surfaced in response to the interview. The 
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process of epoche helped the researcher focus solely on what was described in the interview and 
helped to limit projection of bias onto the material. 
2. Phenomenological Reduction 
1. Bracketing 
2. Horizontalization 
3. Clustering into themes 
4. Textural description (individual/composite) 
 The phenomenological reduction process was utilized to describe the textural quality of 
the experience of hallucinations through outlined steps. The researcher bracketed data to ensure 
that it did not expand beyond describing the experience of hallucinations in a person diagnosed 
with schizophrenia. The researcher then used the process of horizontalization in which each 
statement made by the participant was regarded as having equal weight. The researcher clustered 
these statements into themes so that the information was sorted and grouped together. Any 
repetitive statements were deleted in order to leave only “textural meanings and invariant 
constituents of the phenomena” (Moustakas, 1994, p. 97). The researcher found and described 
individual and then composite textural descriptions of the phenomena, which contributed to the 
imaginative variation. 
3. Imaginative Variation 
 The researcher engaged in the imaginative variation following the reduction of 
information into individual and also composite textural descriptions. This process required the 
researcher to “seek possible meanings through the use of imagination” (Moustakas, 1994, p. 97).  
The researcher used words and also two-dimensional art to express the experience of each 
individual interviewed and then a composite of the experience. 
4. Structural Description 
 Revised themes that emerged from examination of the textural description and 
imaginative variation were used to create a structural description. The description offers a “vivid 
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account of the underlying dynamics” of hallucinations in individuals with a diagnosis of 
schizophrenia (Moustakas, 1994, p. 135).  
5. Synthesis 
The researcher finally produced a synthesis of composite textural and composite 
structural descriptions to describe the experience of hallucination in individuals who are 
diagnosed with schizophrenia (Moustakas, 1994, p. 181). The synthesis is an intuitive response to 
the information collected from the research study with the result of a unified statement of the 
essence of the experience of hallucinations. While the full essence of the experience can never be 
exhausted, the final synthesis is the result of the researchers “exhaustive, imaginative, and 
reflective” study of the phenomenon of hallucinations (Moustakas, 1994, p. 100). 
Operational definitions of terms, concepts, and variables 
Schizophrenia 
  This study defines schizophrenia as a mental disorder that characteristics include 
disturbance of cognition, emotion, behavior, and perception (Kaplan & Sadock, 2007). 
schizophrenia is categorized in a spectrum of psychotic disorders with criteria consisting of two 
or more symptoms of delusions, hallucinations, disorganized speech, disorganized or catatonic 
behavior, and social/occupational dysfunction and with diagnosis after continuous signs of the 
illness for six months (American Psychiatric Association, 2013, p. 99).  
Auditory Hallucinations 
This study defines an auditory hallucination as a false perception or perception in the 
absence of external reality, as in when something is heard that is not there to others, often 
experienced as hearing voices, that are distinct from other thoughts (American Psychiatric 
Association, 2013, p. 87; Nicolson, Mayberg, Pennell, & Nemeroff, 2006; Sacks, 2012). Auditory 
hallucinations are the most prevalent symptom associated with schizophrenia (American 
Psychiatric Association, 2013). Hallucinations can also occur as visual, tactile, olfactory, 
gustatory, or multisensory in which the hallucination exists in several senses combined 
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(Chesterman & Boast, 1994; Kaplan & Sadock, 2007). 
Possible Risk and Discomforts to Participants 
Possible risks and discomforts that may have been experienced by participants in this 
study include minimal emotional and psychological distress. The recounting of experiences of 
hallucinations could have triggered stress responses in individuals. The creation of drawings of 
experiences of hallucinations also had the ability to trigger unexpected emotional responses 
similar to those previously experienced and expressed in treatment.  
Special Precautions to Minimize Risks or Hazards 
Inclusion criteria for this study stated that each participant must have been in treatment at 
the facility that they were recruited from. The participant’s therapist was alerted of their 
participation in the study. Upon conclusion of the interview, participants were asked if they 
wanted to discuss any feelings that came up as a result of the interview. Participants were 
encouraged to report any adverse response or reaction to the interview experience to their 
therapist at the close of the interview. Each participant received a phone call one day after their 
interview to remind them again to contact their therapist should anything have come up in the 
interview that they would like to further discuss. 
In order to limit risk of confidentiality, individuals were identified by pseudonym. Both 
consent forms and transcriptions will be kept for three years in a locked cabinet within the offices 
of Drexel University Creative Arts in Therapy before being destroyed.  
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CHAPTER 4: RESULTS 
Overview 
This study is aimed at exploring the lived experience of hallucination in adults with a 
diagnosis of schizophrenia. In this chapter, results from data collection are presented, which 
include drawings that were created in response to three directives, the participants verbal 
associations to the artwork and an open-ended response interview.  
Phenomenological data analysis procedures were used to explore each participant’s 
responses individually and then collectively, in order to develop a complete understanding of the 
experience of hallucination experienced by individuals with a diagnosis of schizophrenia. By 
analyzing the artwork as well as participants verbal responses, common themes appeared within 
each unique experience.  
Participants 
 This study included two participants whom each reported to have experience of 
hallucinations related to their diagnosis of schizophrenia. One participant was female and the 
other was male. The age range of participants was 43-50. Both of the participants identified as 
African American. Both participants lived in Philadelphia for their entire life. Both have 
experienced over 20 years of hallucinatory symptoms. Both are on antipsychotic medication and 
in treatment at a mental health facility. Each participant selected a pseudonym to be used to 
replace his or her name in this document to ensure confidentiality. 
Data Collection 
 The participants met with the researcher at the facility where they receive supportive 
services. Both participants met in the same private room. Both interviews were conducted in the 
morning. The data collection time ranged from an hour and a half to two and a half hours. Each 
participant reviewed and signed an informed consent, then answered a brief demographic survey. 
This was followed by the art making process. Participants were given oil pastels, colored pencils, 
thin and thick sets of felt tipped markers. For each drawing a different template was used on 
	  	  
57	  
12x18 paper. For the first drawing the paper was blank. In the second drawing the participant 
selected a horizontal or vertical template of the outline of a figure. In the third drawing a circle 
representing a mandala was on the paper. The three drawing directives used were: 
1. Draw what the experience of hallucinating is like for you.  
2. Consider this figure an outline of you, and draw the experience of hallucinating in 
relation to the figure. Select a horizontal or vertical sheet of paper. 
3. Fill the circle with what you would like to.  
Participants were asked to express their associations to the drawings when completed. It 
is important to note that there were also many spontaneous verbal associations by the participants 
during the drawing process. A ten-minute break followed the art-making portion of the interview. 
After the break, an open-ended interview was conducted. 
Analysis of the Data 
The artwork that each participant created was reviewed in order to identify themes within 
the drawings. The themes that were found were derived from the participant’s verbal associations, 
the researcher’s observations of the art making process, art elements, and manifest content of the 
artwork. Data that was collected through the open-ended interview was evaluated by using 
phenomenological methods that were outlined by Moustakas (1994).  
The researcher first engaged in epoche to bring awareness to, and put aside biases she 
may have towards the experience of hallucination in individuals with a diagnosis of 
schizophrenia. The next step of the data processing involved phenomenological reduction: 
1. Transcription and Bracketing of Interviews 
2. Horizontalization of Bracketed Data 
3. Clustering Horizons into Invariant Themes 
4. Organization of themes and verbalizations of the participants into a Textural 
Description 
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Following the phenomenological reduction process, an imaginative variation was 
performed. The researcher thought creatively to construct words and an image related to the 
textural description. The process allowed for development of new insights to put towards revision 
of the themes, and illuminated structural meanings.  The revised themes and structural meanings 
were incorporated into a structural synthesis. All participants were analyzed and a composite 
analysis followed which entailed analysis of all the participants’ data together using the same 
process. 
Presentation of Qualitative Data 
 Data for both participants is presented individually, followed by a composite analysis. 
Included is a short description of each participant followed by a table indicates the formal 
elements, participants associations, and related themes of their artwork and a table of themes and 
associated verbal statements from the interview. All tables include direct statements from 
participants interviewed in their own words.  
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J-49 
 J-49 identified as a 49-year-old African American male who had lived in Philadelphia for 
his entire life. He reported that he had received a diagnosis of schizophrenia and noted that he had 
experienced related hallucinations for around 30 years. J-49 identified no religious affiliation. He 
had never been employed.  
At the time of this research J-49 was obtaining the mental health services of medication 
management and individual therapy, and he participated in psychiatric rehabilitation groups 
multiple times a week. J-49 had created artwork prior to this research in the context of art therapy 
services offered at his mental health treatment facility.  
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Themes from the art making process 
J-49 created three drawings in response to three drawing directives, including: 
1. Draw what the experience of hallucinating is like for you.  
2. Consider this figure an outline of you, and draw the experience of hallucinating 
in relation to the figure. Select a horizontal or vertical sheet of paper. 
3. Fill the circle with what you would like to. 
J-49 created a drawing describing his hallucinations utilizing red, blue, yellow, green, and 
peach oil pastel. In drawing the experience of hallucinating in relation to himself he utilized blue, 
orange, teal, red and green colored pencil. In creating a mandala drawing he utilized blue, red, 
ochre, peach, and yellow oil pastel. Throughout the drawing process J-49 spontaneously spoke 
about an internal conflict to disclose his mental illness to a friend after a recent interaction in 
which he was visibly responding to a hallucination while socializing with him. J-49 took time to 
explain his drawings after he completed each and made commentary about them overall when he 
was completed with all three. 
 The following table depicts themes elicited from J-49’s artwork and corresponding verbal 
associations. Themes are alphabetized with reference to verbal statements and formal 
characteristics of drawings. 
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Table 1 
 
Themes derived from the drawings of J-49 (listed alphabetically) 
Themes 
 
Verbal Statements Formal 
Characteristics  
Figure 1 (p. 78) 
Figure 2 (p. 79)  
Figure 3 (p. 80) 
Affect --- Prominence of green 
and red (figure 2) 
Animation of 
Hallucination 
It starts out, they come out like this. Then they start 
that little dance, they move around. Then I have to 
close my eyes and then they start dancing. 
Figure 1 
 It starts out the way. Starts out as lines and circles. 
Circles, perfect circles, perfect lines, and then 
dancing. They start to dance. 
Lines and circles 
(figure 1) 
 I don’t know why they just start to dance. I could 
never explain that they just start to dance. 
Circle shapes (figure 
1) 
 It comes up out of nowhere. It starts a straight line 
then suddenly come up out of nowhere. 
 
Stuff floating in the air that just don’t make sense. 
 
It just, starts out fine then suddenly comes up out of 
nowhere. I don’t, and then grows horns and stuff. 
That’s the problem. I don’t understand where it 
comes from. 
Figure 2 
 This comes up out the ground. . . For no reason. Object to left of 
body (figure 2)  
Auditory (what it 
sounds like) 
I always hear people talking. 
 
I hear people talking. I hear people talking, 
mumbling. Mumbling words. And I don’t 
understand what the words are. I never understand 
what they are they just mumble. 
Written word talking 
(figure 2) 
 And I always have a conversation with my 
grandmother. I can have a conversation with my 
grandmother. 
 
I’m trying to make sense of what’s being said. 
Words. You know, you try to hear what’s really 
being said. 
 
It’s just that’s words that being garbled, words being 
said out of sequence. 
Figure 2 
Checking validity 
of 
perceptions/depe
ndence on others 
for reality 
He was staring. And he was asking what’s going 
on? Then I caught myself. 
Figure 2 
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orientation 
 People in my life. My nieces and nephew. They 
keep me, they try to keep me grounded into reality. 
But there are times that I slip away into the fantasy 
world. 
Figure 3 
Concern about 
accuracy of 
representation 
Put a little blue in it. And a little red, yellow, 
burgundy, burgundy, I'm terrible at colors. I just put 
different colors and symbolize the planet has 
different things in it. 
Figure 3 
Conflict (vs. 
utopia) 
It feels like judgment day. I would prefer to avoid it. 
But the day has come that you have to face it. 
 
You’re fighting. If it was another person you’re 
fighting against you would yeah, but you’re fighting 
an internal struggle. 
 
A world where there’s no wars. No insurgencies, no 
terrorists. A world where there’s no conflict but 
that’s impossible. Its nice to imagine, it’s just you 
cant really have a perfect world like that. Okay. 
Always a conflict. But, it looks, it’s a nice world. 
Figure 3 
Control (loss of 
autonomy) 
Things get out of control Figure 1 
Coping strategies 
and medication 
I take my medicine. 
 
Even with the medicine at times these events like to 
skip in. 
 
And this is where I sit down and I take my 
medicine. I put my head down for a bit. 
 
I take Risperdal. 
Figure 2 
Crowding of head And I always have these pings around my head. Crown-like object 
above head (figure 
2) 
Easier to express 
experience using 
how it is sensed 
This is what I see. Figure 1 
 --- Written word talking 
(figure 2) 
Explaining to 
others 
Which causes one of the largest problems that I 
have to deal with today is. One of my friends caught 
me talking to my grandmother. 
 
I gotta tell him, I got a problem. All this. You know. 
I gotta tell him. I just gotta lay my cards out on the 
table and tell him what’s wrong with me. 
 
You tell them you have a mental problem. You 
don’t know how they gonna to react to you. 
Figure 2 
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They gonna act real friendly toward you or they’re 
going to push you away. 
 Because he never know I have a mental disorder. 
 
You know how people treat you when you have a 
mental disorder. 
Figure 3 
Feeling states Yeah. This is where it gets scary. Figure 2 
 Yeah, worried. Figure 3 
Focus on 
environment 
--- Selected landscape 
orientation for 
drawing 2 
 
Emptiness interior of 
body (figure 2) 
Meaning making And you try to make sense of what’s being said but 
its to me it sounds like mumbles. 
 
And I try to make sense of it, but you can't. 
Figure 2 
 But this I don’t know what it is. 
 
Maybe it was something I saw on television but it 
was never like this. 
Object to far left of 
body (figure 2)  
Order --- No overlap of colors 
(figure 3) 
Paranoia/Fear of 
symptoms 
All this can’t follow me there. At least I think it 
can’t follow me there. I’m always worried that 
around the corner is just waiting around the corner 
for me to come. 
 
Attack. 
 
But, where’s the enemy. The enemy is waiting. 
These are my enemies (points at hallucination figure 
drawing) and they’re waiting, in the darkness. 
They’re just waiting for that one moment to come to 
Helios. They just they they’re the enemy. They’re 
plotting. 
 
No. This is Helios, the safe world. These are my 
nemesis. I put them as nemesis now cause this is 
what they are. Starts off. This is what they evolve 
into, and other they evolve into. And this is where I 
find safety at. For now. 
 
Until they find a way in to breaching this safe zone. 
I know they’re going to find a way to breach into it 
one day. I know some way, some how, they’ll find 
away to breach into it. I just don’t know when. 
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Keep my defenses up, from Helios. But how do you 
keep a defense up for something that you created? 
They’re all a part of me. So, I'm fighting a war 
against myself. 
Prominence of 
visual sensations 
This is what I see. Lines and circles fill 
majority of page 
(figure 1) 
 
Lack of description 
of anything in 
environment but 
hallucination (figure 
2) 
Reality versus 
fantasy 
My arms feel like they different colors. Figure arms colored 
red and green (figure 
2) 
 So I’m in the, I’m in the paradox where the famous 
story where the box is open, there’s a, there’s poison 
in the box, I forgot the story, where the cat, you 
open up the box, the cat’s dead or the cat’s alive.  
Figure 2 (reference 
to Schrödinger's cat) 
 I took the name, because it was a game I was 
playing, it was a failed game. 
Reference to Helios 
(figure 3) 
 You have to keep your one foot in reality and one 
foot in fantasy. You gotta to keep them separate. 
Because you get them mixed up (says own name). 
But there are times where I get a little lost. 
 
I’m a little bit in both at times. At times I fell I'm 
being pulled more towards fantasy more than 
reality. But then my foot gets pulled into reality a bit 
more. 
Figure 3 
 --- Well grounded 
underfoot but object 
on left bursting from 
ground (figure 2) 
 
Reminds researcher 
of video game 
(figure 2) 
Utopia/escapism And it’s a perfect planet. It looks like Helios 
(pause). A perfect world. And, there are all types of 
planets. 
 
To escape my problems. I created a fantasy world 
where I can escape. I don’t have no problems. I go 
there and I don’t have these problems. I escape to a 
fantasy world where I have no problems. And it’s a 
perfect society and it’s a world I created in my, up 
here. 
Figure 3 
Visual (what it Places, things on fire. Figure 1 but not 
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looks like) pictured 
 And colors, it colors, it’s colors, at times I see 
different colors. Blue, purple, and at times when I 
see things floating in the air. 
Figure 2 
 It’s like a planet. It looks like a planet. Figure 3 
 The taking starts to get loud. And I take my 
medicine and wait until it kicks in or I just sit and 
wait for while. 
 
And stuff, and colors. 
 
I see things floating. And this, and it goes from this 
to this start appearing in the air. 
 
Blue. Blue seems to be the dominant one. But 
mostly its red and green that seems to be I always 
see. Red and green. 
Figure 2 
 And this is like a gun. Gun shaped object to 
right of body (figure 
2)  
 This is like a television floating in the air. Object to right of 
body (figure 2)  
 This is what I (pause) see floating in the air at times. Four objects 
surrounding figures 
head (figure 2) 
Volume/Loudness The taking starts to get loud. And I take my 
medicine and wait until it kicks in or I just sit and 
wait for while. 
Figure 2 
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Themes from the open-ended interview 
J-49 responded to open-ended interview questions about his unique experience of 
hallucinations. During the interview J-49 was uninhibited in sharing his experiences of 
hallucinations and was candid about his experiences. He brought up a conflict regarding 
disclosing to his hallucinations to a friend, multiple times in the open interview process.  
The following table depicts themes that were derived from verbal statements made by J-
49 during the open-ended interview of questions regarding his experience of hallucinations. The 
statements made by J-49 are in response to a series of questions, which are listed in Appendix D. 
Themes are alphabetized in the table with reference to verbal statements. 
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Table 2 
 
Themes derived from the verbal interview of J-49 (listed alphabetically) 
Themes Verbal statements 
Advice from 
others/Support/Culture 
Apple and salt was one thing she used or a concoction that she 
used to mix up with what was it. Tomatoes, garlic, and 
something else she mixed up together. And it was horrible 
tasting. 
 
But my grandmother used to say, you need rest. 
 
From maybe voodoo or maybe something umm all I knew is 
they had remedies for everything. You didn’t go to the doctor, 
but up here it was a different story. The doctor was the key 
thing. 
 
He was a man of science. He said you can use science.And she 
was about remedies. And there was a conflict between the two 
of them. She had these homemade remedies and he was about 
science. 
 
My grandmother didn’t believe in going to doctors all the time. 
They had remedies. You drink this or you eat this. 
 
No offense, they didn’t really work. 
Animation of hallucination It floats like move right in front of me and just pass by and then 
other things will move in front of me. 
Auditory (what it sounds 
like) 
It’s always been advice. Always been advice on my life. 
 
Yeah a tone. But there’s words to it. Just trying to make sense 
of it. It sounds like a language but it’s hard to understand. 
Conflict At times when I have a conflict I get a little angry a bit but 
that’s that weird thing that appears. Then it dissipates and 
becomes something else. But that was weird. 
 
Period. I don’t like violence if I can avoid it I will. 
Coping strategy And not too many people talked about it and not much was 
done on it. And I just tried to keep it under control 
 
I’ll put my music on maybe. Music. Like Frank Sinatra’s that’s 
life. I listen to that and some old classics. 
 
Just take your medicine and be calm. 
 
My motto was that in the 80’s and the 90’s was that I had dark 
shades. I put the shades on. This way I can keep my eyes closed 
and still talk.  
 
And you know security sometimes sitting round. Like around 
(school name) you're not supposed to sit there with your eyes 
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closed. They think you are a bum or something trying to sleep. 
And I sat there for hours until it faded away. 
 
Before I didn’t have medicines before to help them but I just sat 
still and waited until they faded away. Okay. and usually they 
just faded away. 
Dependence on others for 
reality orientation 
But I could reach out and she wasn’t there. And it was always I 
kept it to myself I think a few times my mother noticed it but 
she didn’t say things my siblings I don’t know if they noticed it 
or not. I don’t know if they did or they didn’t. 
 
My grandmother was sitting on the windowsill. And I was 
moving towards her. And I almost went out the window and my 
girlfriend. (Girlfriend) grabbed me before I went out the 
window. 
Duration of sensations 
without medicine 
A hour. 
Easier to describe content by 
way it appears (movement, 
sound, visual representation) 
Well talk. The audio. That's difficult. I have to put that, express 
that in words  
 
Non-verbal: 
• Made sound in reference to what mumbling sounds like 
(sounds like low humming tone) 
 
• Use of circling hand gestures to describe animation of 
hallucination 
Fear of loss, reassurance by 
presence 
I would like it all to be erased. But the trick is if I erase it I 
always take the risk of my grandmother. That’s a scary part, a 
concern 
 
She still cares about me. I like to think that she still does and 
that she wants to make sure I’m doing the right thing. And 
that’s what I think. I know she’s not there and I'm having 
conversations with a person that passed away 37 years ago. And 
it’s difficult for anyone to understand that. 
 
Yeah it’s reassuring to me. It’s always been reassuring. I loved 
my grandmother. She was the light of my light 
Feeling scared  They were frightening. 
 
Yeah I can remember the first time I was watching TV and I 
turned it off for a moment to see something to see something in 
the air going by.Then something was floating by going after it. 
And Something floating by then this floating by then that then 
everything crawling around. Like I was looking around like 
back and forth and everything. And I got scared and I climbed 
into bed and pulled the pillow over my head. And went to sleep. 
After a couple of hours it finally faded away.  
Isolation I’m alone. Most of this stuff occurs when I'm alone. 
Loss of autonomy But that was weird because I don’t have that I shouldn’t have 
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had that. That shouldn’t have happened. 
Meaning making It always bothered me. I try to understand this means. I always 
try to understand the meaning of it. It just comes up and comes 
up in like a thorns. Like a growth or something. 
 
Its difficult to explain to people and difficult to explain to 
myself because I have a conversation with a person that has 
passed away. 
 
Seeing the gun image. Making it look. Taking the form of 
something like a gun. That’s weird. 
Medication Calming. It made me calm. And everything was fine 
 
I know I can make sure I have a refill. 
 
I reach a calm. I calm myself both with the medicine. I count to 
ten and think and say I must have forgotten the medicine I go 
through medicine pillbox and I take it. 
 
I think its science that helps. You got to take medicines to help. 
 
Really keep them at bay. 
 
Then other things passed in but then I took my medicine. 
Things calm down. 
Problems Their reaction was having problems. And we need to examine 
you. Give you a thorough examination. And they gave me a 
thorough examination and they thought there were some 
problems.  
 
This is when she noticed there was a problem with me. 
Olfactory (unusual smells) No I was smelling burning rubber, burning wires for some time. 
Physical (unusual feelings) They turn colors, red and green at times. They feel a little 
tender. (in reference to arms) 
Reality versus fantasy And it’s almost realistic. 
 
Its like I'm really, really having a conversation with a person. 
Reflecting on drawing Easy to explain it on pictures. 
 
It’s easier to show somebody what I'm going through then to 
tell anyone. 
Relational difficulties and 
social support 
She was upset. That I was having these problems. She noticed. 
She was the first one to notice that there was a problem. She 
knew about my problem. She didn’t say nothing for a long 
while until eventually around 2011, 2012 she directed me to 
come to (treatment facility). 
 
But other than that I haven’t told too many people. I got a semi 
girlfriend. That I haven’t told too much. A new girlfriend in my 
life. 
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The group here seems to be okay with it. I haven’t, I haven’t 
told my mother anything about it. I'm going to tell a friend this 
afternoon about it. Other than that there hasn’t been that many 
people in my life to tell about it.  
Surprise Yeah, that has happened. Weird things have come up out of 
nowhere and I can’t explain it. 
Visual (what it looks like) But my grandmothers more solid. To me I think she’s more 
solid, but she’s not solid. The other hallucinations were a little 
more disturbing especially when a gun comes out of no place. 
 
But the other ones have been like weird things I couldn’t 
explain. Weird thing’s floating in the air. 
 
It’s usually very vivid. 
 
My hallucinations were in color. 
 
There was a thing with my eyes. I used to see stuff before she 
died. 
 
Switch back and forth like a revolving door. 
Volume, intensity changes At times they can be loud. At times they can be quiet. Its all 
mumble its words like (participant’s’s name) at times comes 
through and other than that the rest of its mumbles. 
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Textural Description 
J-49 described a theme of the “realistic” quality of his experience of hallucinating, “It’s 
usually very vivid.” “I can really have a conversation with a person” who is not there. J-49 was 
“caught talking to (his) grandmother” by a friend, “He was staring. And he was asking what’s 
going on? Then I caught myself.” The theme of stigma of mental illness and the theme of conflict 
of explaining his illness to others emerged. “You tell them you have a mental problem. You don’t 
know how they gonna to react to you.” “They gonna act real friendly toward you or they’re going 
to push you away.”  
Despite a conflict to disclose hallucinations to others a theme within J-49’s statements is 
his dependence on others for orientation to reality and social support. “My grandmother was 
sitting on the windowsill. And I was moving towards her. And I almost went out the window and 
my girlfriend. (Girlfriend) grabbed me before I went out the window.” “People in my life. My 
nieces and nephew. They keep me, they try to keep me grounded into reality.” Another theme of 
intimacy and relational difficulties emerged. “But other than that I haven’t told too many people. 
I got a semi girlfriend. That I haven’t told too much. A new girlfriend in my life.”  
Others advice emerged as a theme. “My grandmother used to say, you need rest.” “My 
grandmother didn’t believe in going to doctors all the time. They had remedies. You drink this or 
you eat this.” “Apple and salt was one thing she used or a concoction that she used to mix up with 
what was it. Tomatoes, garlic, and something else she mixed up together. And it was horrible 
tasting.” The doctor “was a man of science. He said you can use science. And she was about 
remedies. And there was a conflict between the two of them. She had these homemade remedies 
and he was about science.” 
J-49 conveyed the theme of fear of loss. J-49’s introduced his grandmother as his first 
experience of hallucination, before talking about other unusual perceptions he experienced in 
childhood, before his grandmother was deceased. “ I would like it all to be erased. But the trick is 
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if I erase it I always take the risk of my grandmother. That’s a scary part, a concern.” J-49 hears 
advice from his grandmother, “It’s always been advice. Always been advice on my life.”  
J-49’s hallucinations have themes of auditory “mumbling” and hearing “people talking”; 
olfactory “burning”; physical “tenderness” corresponding to his arms turning “red and green at 
times”; and visual sensations that are extraordinary and he describes as “weird things” that are 
“floating in the air” and come “up out the ground. . . For no reason.” He has been “frightened” of 
his perceptions such as guns and “Places, things on fire.” “This is where it gets scary.” “I don’t 
like violence if I can avoid it I will.” A theme of confusion and being split between reality and 
fantasy emerged. “You have to keep your one foot in reality and one foot in fantasy. You gotta to 
keep them separate. Because you get them mixed up.” 
A theme of paranoia and fear of his own perceptions emerged. J-49 expressed, “Where’s 
the enemy. The enemy is waiting. These are my enemies (pointing at drawing of hallucinations) 
and they’re waiting.” The theme of internal conflict emerged. “They’re all a part of me. So, I'm 
fighting a war against myself.” J-49 expressed a theme of internal conflict about his experience 
about the hallucination of his grandmother. “I know she’s not there and I'm having conversations 
with a person that passed away 37 years ago.” 
A theme regarding coping strategies emerged. “I take my medicine” to “keep it under 
control.” “Even with the medicine at times these events like to skip in.” “I’ll put my music on 
maybe. Music. Like Frank Sinatra’s that’s life. I listen to that and some old classics.” It helped to 
“sit there with your eyes closed.” “I sat there for hours until it faded away.” 
 A theme that emerged from J-49 drawing and also verbally relaying his experience was 
the ease of describing verbal perceptions in verbal ways, animated perceptions through kinetic 
motion, and visual perceptions by drawing. J-49 stated “this is what I see” in reference to his 
drawing. He hummed a tone of what mumbling sounded like, and repetitively gestured a circular 
motion to describe animation of “Circles, perfect circles, perfect lines, and then dancing.”  
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Imaginative Variation in words 
 
Come in J-49. 
Grandma? 
J-49, its time you went to college. 
Grandma, I’m going to program. 
You gotta do something with your life, J. 
Go on, get ready. 
I love you, Grandma. 
 
Arms are turning colors. 
Tender, tender. 
One foot after the next. 
Watch that burst.  
Ping. 
There’s a gun. 
I’m not a violent man. 
 
Right foot, Helios 
Left foot, earth. 
On the border, there is war. 
Fire. Conflict. 
I’m not a violent man. 
 
Grandma? 
Keep walking J, one foot after the next. 
Grandma, do you know this world? 
It’s inside me, it’s out.  
You need rest J. 
Grandma, I need science. 
 
Science fiction. 
Everything a game. 
Floating, floating. 
Watch my feet. 
One foot in, one foot out. 
 
I want to stay in the world with no war. 
J, the war’s crossing the border. 
Infiltrating. 
I hear them mumbling. 
Mmmmmmmmmmmmmmmmmmmm. 
 
The ground is unsteady. 
The lines are dancing. 
Close your eyes, J. 
Take your medicine. 
That’s life. 
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Revised Themes 
• Conflict of knowing reality but also believing hallucination 
• Conflict. 
• Contradictory thoughts towards losing hallucinations 
• Denial of content of hallucinations. 
• Dependence on others to know what is “real.” 
• Difficulty deciphering hallucination from shared reality. 
• Disorientation. 
• Escapism in utopian fantasy 
• Fear of hallucinations. 
• Fear of loss. 
• Feeling attacked or surprised by sensations and perceptions. 
• Floating 
• Folklore versus science. 
• Hallucinations are dimensional and seem real. 
• Heavy use of metaphor. 
• Hiding hallucinations from others 
• Hindered life goals. 
• Importance of guidance. 
• Judgment or acceptance from others. 
• Keeping hallucinations under control. 
• Loss of autonomy 
• Need for solution to a problem. 
• Not wanting to own perceptions. 
• Others helping in the way they knew best. 
• Otherworldly nature of hallucinations. 
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• Paranoia towards self. 
• Playing a game. 
• Prominence of loss and grief 
• Reliance on medication. 
• Self-perception. 
• Sensations and perceptions that do not make sense. 
• Strained relationships, difficulty in being intimate. 
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Structural Description 
J-49 indicated that it was easier to express his hallucinations in the way that they 
occurred. He wrote down the word “talking” to describe his auditory hallucinations as well as 
described them by making a sound of a low tone. He made gestures to indicate how visual 
hallucinations moved in space and their floating quality. He used many metaphors in 
conversation in an attempt to convey the complexity of the experience. J-49 indicated a 
preference for his drawing of a “perfect planet” which expressed escapism in a utopian fantasy 
where there is no conflict. Conflict of reality versus hallucination, and conflicted feelings 
towards interactions with others are both prominent for J-49. 
J-49 has had difficulty deciphering his hallucinations from shared reality. His 
hallucinations are dimensional and seem real. J-49 expressed a conflict of knowing reality 
but also believing in his hallucinations. He is aware that his grandmother is deceased but also is 
convinced of her presence when she appears to him. He has interacted with his grandmother in 
the presence of others, unaware that they are not sharing his experience of her until they interrupt 
him.  
J-49 expressed disorientation from interacting with his hallucinations when they surprise 
him out of nowhere or he is reminded that they do not exist for others. He described feeling 
attacked by his hallucinations when he has sensations and perceptions that do not make 
sense to him. He has been fearful of the content of the hallucinations and their unpredictability, 
leading to paranoia towards his own thoughts. He has also expressed a denial of the content of 
the hallucinations as a part of him, particularly images he does not understand, violent imagery 
and undecipherable sounds. J-49 expressed that he would like all of the hallucinations to go away 
but would then lose his grandmother indicating that he has contradictory thoughts of losing his 
hallucinations. He appreciates the company of his grandmother as he receives guidance from 
her and feels supported by her presence. 
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J-49 described his hallucinations as a problem that is best solved by science and reliance 
on medication. J-49 expressed acceptance of the mental health support that he receives. He feels 
folkloric remedies that his grandmother provided in the past were ineffective, though he believes 
his grandmother had good intentions in providing them. J-49’s goal in coping with hallucinations 
is to keep them under control. He expressed a loss of autonomy due to being at the will of his 
hallucinations. He hallucinates that his grandmother is giving him advice but the content of the 
advice is relevant to hindered life goals from an earlier point in his life. 
J-49 has hidden his experience of hallucination from others. He expressed that there 
are only a select few people that are aware of them outside of the program he attends. He has 
apprehension in telling others about his hallucinations due to not knowing if they will 
respond with acceptance or judgment of him. He has strained romantic relationships and 
describes his current partner as a “partial girlfriend” who does not know of his hallucinations.  
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1. Draw what the experience of hallucinating is like for you (Figure 1) 
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2. Consider this figure an outline of you, and draw the experience of hallucinating in relation to 
the figure. Select a horizontal or vertical sheet of paper (Figure 2) 
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3. Fill the circle with what you would like to (Figure 3) 
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4. Imaginative Variation of J-49 by researcher  
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Pam 
 Pam identified as a 43-year-old African American female who had lived in Philadelphia 
for her entire life. Pam reported that she received a diagnosis of schizophrenia and experienced 
related hallucinations for around 25 years, stating the age of onset as 17 or 19. Pam identified as 
Baptist. She was previously employed but not at the time of this research.  
At the time of this research Pam was obtaining the mental health services of medication 
management and individual therapy, and she participated in psychiatric rehabilitation groups 
multiple times a week. Pam had created artwork prior to this research in the context of art therapy 
services offered at her mental health treatment facility.  
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Themes from Art making process 
Pam created three drawings in response to three drawing directives, including: 
1. Draw what the experience of hallucinating is like for you.  
2. Consider this figure an outline of you, and draw the experience of hallucinating in 
relation to the figure. Select a horizontal or vertical sheet of paper. 
3. Fill the circle with what you would like to.  
 Pam used black and red oil pastel to describe the experience of hallucination and used 
black and red colored pencil to draw the experience of hallucination in relation to herself. Pam 
used blue colored pencil to complete a mandala drawing. She expressed that the blue mandala 
drawing represented a happier time in comparison to the other two drawings.  
Throughout the drawing process Pam periodically stopped and expressed inhibition at 
drawing. This led to more verbal prompting from the researcher in order to remind Pam about the 
drawing directive and help her brainstorm about how to describe her experience. 
 The following table depicts themes elicited from Pam’s artwork and corresponding verbal 
associations. Themes are alphabetized with reference to verbal statements and formal 
characteristics of drawings. 
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Table 3 
 
Themes derived from the drawings of Pam (listed alphabetically) 
Themes 
 
Verbal Statements Formal 
Characteristics 
Figure 1 (p. 104) 
Figure 2 (p. 105) 
Figure 3 (p. 106) 
3 detail  (p. 107) 
Ambiguity 
(identity, time, 
space, 
representations) 
He older than me. I can’t be fifty, right? Figure 1 
 I don’t mean behind it. I mean in front of it. Figure 2 
 It looks like this like kinds dripping from his hands? 
(use of his in reference to self) 
Red surrounding 
left hand of 
figure (figure 2) 
 And a baseball club. Not the club oh um, um golf. Golf 
club. 
 
Umm. I always wanted to put that right there. 
Central club 
shape (figure 3 
detail) 
 You can make this either two things. It can be like a 
drink glass, fancy one or um cartoon. 
Triangular shape 
with stem (figure 
3 detail) 
 Everything is nice except her. Ohh I mean her. 
 
Two figures 
within mandala 
(figure 3 detail) 
Anger Wires. Cause when I get angry I do anything. 
 
Looping lines 
surrounding 
floating head 
(Figure 1) 
 No, um. I don’t like mean people. It feels like I’m 
trying to turn mean. It feels like I’m turning to mean 
because um cause I can’t get my own way. Um, like 
um I can’t get like a small size like I used to be. 
Looping lines 
extending from 
bottom of head 
(figure 1) 
Animation of 
hallucination 
And all this time when I see her. It seem like lately 
when I see her she be doing different stuff. 
 
Then I walk over to her. Couple times it happened, I 
remember a couple times, but the rest of the times Its 
like got worse, you know when I walk over, and I see 
her smiling, and it look like she was attached to the 
wall. One time she was attached to the wall, you know, 
touch, trying to touch me and um the other time she 
wasn’t attached to the wall. 
Figure 2 
Auditory (what it 
sounds like) and 
loudness 
I think uh hearing is the worst form of um 
schizophrenia. 
 
Its like music. I don’t think I heard something like that 
ever before. 
Figure 2 
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Its like, its like a whole crowd of people talking in my 
head at the same time. 
Concern about 
accuracy of 
representation 
Dang, I don’t know how to do this. Figure 2 
 I don’t know how to get this started from the back. No 
I mean like to put her, I guess I only put like stand 
here. No I don’t want that. I want something closer. 
 
I hate this. Like I, I can’t draw too good. 
Circle 
surrounding 
figure which was 
to indicate where 
presence of 
hallucination of 
mother was 
(figure 2) 
 That don’t look right. Hmm.  
 
 
Red surrounding 
left hand of 
figure (figure 2) 
 This look like a truck? 
 
I always like to draw or try to draw a nice truck. 
Triangle and 
square with three 
wheels in 
perspective 
(figure 3 detail) 
Conflict within 
family 
I trying to make my sister and my Mom. The way my 
Mom passed away. My sister, she killed her. I got 
another sister. I had close relationship with her and 
with my Mom. 
Two figures 
within mandala 
(figure 3 detail) 
Confusion of 
reality/fantasy 
(Distortion of 
memory) 
I did. This is kind of a long time ago. Thing as seeing 
my Mom with blood all over her. But she had dripping 
blood all over the thing. 
 
Wavy red lines 
surrounding 
figure template 
(figure 2) 
Consistency of 
hallucination 
No, not all the time. No, no. I just see different things 
and hear different things at times but I don’t really see 
her like this too much. Not with blood dripping all 
over. 
Figure 2 
Coping strategies Well, I try to tune it out. Well like um, self talk. Figure 2 
 I try to hide my hand, you know, like sit on it. Red surrounding 
left hand of 
figure (figure 2) 
Crowding of head --- Looping lines 
surrounding 
floating head 
(Figure 1 and 2) 
Denial of body, 
avoidance of body 
--- Empty figures, 
no figure, 
disembodied 
head (figure 1 
and 2) 
Distraction Yeah, what did you say? Figure 1 
 I see this a lot. Dripping blood. Mmm hmm. I couldn’t 
find a real red. (pause) I was looking over there at my 
Wavy red lines 
surrounding 
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Mom. figure template 
(figure 2) 
Drawing is limited 
in expressing 
hallucinations 
Yeah I’m trying. There’s a lot of stuff I see but it 
probably can’t fit on this. 
Circle 
surrounding 
figure indicating 
where 
hallucination of 
mother was 
(figure 2) 
Feeling states 
(fear, humor, 
sadness, 
ambivalence) 
It be, it be like animals out there. I was scared of 
animals. 
 
Sometimes when I’m here, I feel lonely even when I’m 
around people. 
Figure 1 
 Sometimes I think its funny, but sometimes I don’t. Figure 2 
 Just crying, sitting in a corner, crying. Expression on 
face (figure 1) 
 --- Color choices of 
Red and Black 
vs. Blue (all 
figures) 
 
Expression on 
face (figure 2) 
Focus on the 
environment vs. 
self 
--- Selected 
horizonal paper 
Interaction with 
hallucination 
Like she talks to me. 
 
What they saying is funny. But they be talking about 
people. Sometimes I laugh, sometimes I be cursing at 
them. 
 
Mmm hmm, its like they be taking to me, if its 
something I don’t like, I be talking to them.  
Figure 1 
Isolation and 
social withdrawal 
I got friends now. I have friends but I didn’t have 
friends when I was staying at home by myself, and 
doing nothing. 
Figure 1 
Olfactory 
(unexplainable 
smells) 
One day, umm I woke up and I smelled, I smelled like 
something burning.   
 
It smelled like you know gas on the stove. But I went 
in there, there weren’t no gas on the stove. 
Figure 2 
Paranoia leading 
to isolation 
It brings on about. I be um when I was like um. When 
I was hearing. I used to sit in my room and do 
exercises and stuff but never go outside. Yeah I just 
stayed in my room, and then I went to school and 
people be asking me why are you not going out. You 
sit by yourself all the time.  
 
Figure 1 
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You know I wouldn’t ever like go outside, unless it 
was to peep out the door and go back in the house, 
upstairs in my room. 
 
No, I said I don’t know why they didn’t like me. I just 
stayed in my room all the time for years, years. 
 
And I would just stay in there and you know and do 
some weights and. I would just stay in there real quiet 
and I would just sit in this chair and I would have it 
turned back towards my dresser. 
 
Cause well, like I said before, I used to sit in the chair, 
have my head turned and then when someone knocked 
on my door, I would ignore them, even my Mom. 
That’s when she was drinking. I would hide. But she 
don’t, she don’t do that no more, she’s dead. 
 
That’s me. I just sit don’t want nobody to talk to me. 
People don’t know that I went to school. I did go to 
school for about a couple months or something like 
that and people that was friends, one of my friend they 
say to me they say, um, why you sitting over there by 
yourself? They used to say that to me all the time. I 
wouldn’t never answer. I would just walk away. 
Physical 
(unexplainable 
sensations) 
It feels like, um, something’s thumping sounds and it 
feel like people touching my leg and my back. Mmm 
hmm. I feel people touching that, and I look, I look 
around, and I don’t see anybody, but somebody 
touching my feet, my legs, my back. 
Figure 2 
Privacy and 
Paranoia 
But they don’t know, you know, what’s been 
happening with me. I be thinking. I become quiet 
about it. But they don’t know what I be thinking 
 
I listen, I be listening, sometimes people don’t like me 
listening.  
Figure 1 
Proximity of 
Hallucination 
Close by, pretty close by. 
 
Okay, um. It would be like this and like I would be 
standing here. And she be like standing there on the 
wall. 
 
It’s close by. 
Figure 2 
Testing 
perceptions 
They tell me that. Well you think I’m crazy or 
something, but I know what I see. And I didn’t, and I 
heard something. I tell my sister okay look out the 
window, what do you see? And she looked and said 
you want to me to go outside and see? And when she 
came back she said there was nothing there. 
Figure 1 
 When I feel that way. When I feel that way it comes Figure 2 
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back to me, it comes back to me. Its like um I talked to 
someone about it and they say um you’re hallucinating 
and I say no I’m not because I see it and you don’t see 
it. You must be hallucinating. 
 
I walked up to her and it’s like, I don’t get high or 
nothing like that but I get like a high feeling to me 
going up to her and I was doing like this (waving arm). 
And I felt like I wasn’t touching nothing. I wasn’t 
touching anything. I would like walk up to her and that 
feel her arm, and I its like its like I ain’t doing nothing. 
Traumatic 
memory 
Sexual abuse 
When I was like five or six… One of the family 
members um, yeah, one of the family members made 
me, my twin brother…And I have another brother that, 
there was eight of us together…And one of my 
brothers, forced himself on top of me. And he made, it 
was like five of us together… It’s eight people in the 
family but it was five you know like he used to watch 
all the time. He uh, he um, like he made us have sex 
together. 
 
Yeah, it came, it went straight to him. About me, about 
him. 
 
I try not to think about it like when I’m here in 
program. 
 
We be, if it comes to me some, we be, I tell some one. 
We be coloring and talking and stuff. 
Figure 1 
Ungrounded or 
floating quality 
--- Disembodied 
head (figure 1) 
 
Floating figures 
(figure 3) 
Visual (what it 
looks like) 
Whole body. Figure 2, in 
reference to 
hallucination of 
mother 
Weight and 
Burden 
This was before, let me see, let me think. Alright, this 
was a little after, I didn’t know when I stopped going 
to school. Cause people said I was strange. When I 
stopped going, I just let myself go all the way, and that 
was like weight put on me. It was weight. I kept 
getting bigger and bigger and bigger. 
Looping lines 
extending from 
bottom of head 
(figure 1) 
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Themes from the open-ended interview 
Pam was cooperative in participating in the open-ended interview and friendly but limited 
in expression about her experience of hallucinating and demonstrative of fatigue and increased 
distraction as the interview went on, as expressed by sighs, and asking to repeat the questions 
asked, and increased profanities used. Pam asked for a repeat of many of the questions, which 
brought up an inherent theme of distraction and confusion. 
The following themes were derived from verbal statements made by Pam during the 
open-ended interview of questions regarding her experience of hallucinations. The statements 
made by Pam are in response to a series of questions, which are listed in Appendix D.  Themes 
are alphabetized in the table with reference to verbal statements. 
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Table 4 
Themes derived from the verbal interview of Pam (listed alphabetically) 
Themes Verbal statements 
Adherence to Medication But it ain’t gonna help you at all if you don’t use it. 
 
Yeah, I asked my doctor how long am I going to be on this 
medicine for? 
 
Didn’t like it and decided not to take it. 
Advice on managing 
symptoms 
Yeah, one of my brothers. He’s in the mental health field. Oh, 
he be saying like, when I see him like, did you take your 
medicine? 
 
Um, I think I could use some more. (in reference to advice) 
Ambiguity What do you think that sun is? A person. That's Me 
 
The son/sun don’t need no arms. I don’t think he need arms.  
Autonomy versus compliance You going to be on your medicine the rest of your life. I didn’t 
like that. 
 
And then um, I was told by um the next time I went there I 
told the doctor that Clozaril almost killed me. He said well 
would you like to be on Clozaril or, or um, being dead. That’s 
what he say. 
 
Would you like to be on Clozaril or be dead. I said, I ain't be 
on, I cussed him out. 
Checking perceptions The way I try to make sense of it is one day I was um just 
sitting there thinking to myself. And I say, I said, am I really 
hearing that? And I look over and I don’t see nobody there. 
Nobody.  
Content of auditory 
hallucinations 
It’s not the way, it’s the way they be talking about people. It’s 
the way they say it. Its like uh, she’s dirty, don’t go back 
home, they not been talking about me like that. They talking 
about different people, not me. 
Coping Strategies And I just keep talking and getting real loud with them and it 
goes away. Not all the way but just about. 
 
Okay, like um, I still say that, like, I still say to myself till 
today, if I hear anything or see anything, I do some self-
talking. That helps. And cutting the radio on, but not too loud, 
not too loud. 
 
Sometimes I have to go in the bathroom and put my hands 
over my ears. 
 
Like walking, cause my son he’s into like health, um, trainer. 
Distraction Mostly when I’m talking. (when hallucinations occur) 
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Oh, what you say? 
Fear And you know I hear something say (whispers her own name 
twice). You know, calling me, and I was like real scared, I was 
looking around the room and it was like a ghost in there 
calling me .At first it sounded just like people calling me. 
Then I got into it like a ghost face, like it was actually in my 
room, talking to me. I was scared. 
 
I think I was (clearing throat) like scared. 
Feeling towards drawings Like, um, let me see. I don’t know what to say, it was just 
okay. 
 
This a more happy time and this, the most tragic ones. 
 
I like that van. (u-haul van in drawing) 
 
Like uh, kind of sad. 
Frequency of hallucinations Um, like sometimes it comes on and its like kind of frequently.  
 
They changed, they changed like lesser than when they started. 
 
That was long, but it stopped and it just like creeping up on me 
again. 
 
PAST: Back then it was like, it was more. 
Oh, probably like, three days out of the week. 
 
PRESENT: In a month’s time, like, uh like five times out of 
the month. It might be more. 
Importance of peer support Well, I hear, you know, talk around here. You know like when 
you in group and stuff. You hear them talk about their 
problems. They use some words and they talk what the words 
mean, and stuff like that, that help me a lot. 
 
You know what people talk about here, its good advice. 
 
It feel like a big rock went off of me, you know, got more 
help. 
Meaning Making I don’t know. I just woke up one day, there it go. 
 
Then I be, I sit down talk to myself. I say how can this be? I 
ain’t doing nothing bad or anything like that. I thought I was 
maybe doing something bad. 
Medication as primary 
treatment 
It could have been the medicine.  
 
Um, I feel okay about the medicine.  
 
I can’t remember like all of them. 
 
Its like uh, you know its different pills I have to take in the 
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morning and the night. 
 
I just take my medicine. That helps a lot too. 
 
Symptoms come back, full force. (without medication) 
Paranoia towards others and 
self worth 
And, I didn’t really like it. Cause they, some of the kids didn’t 
like me. I know that. But, I think I’m a nice person. 
Quality of care in hospitals Like, sometimes the hospitals be cold. 
 
You don’t want to be there. See people arguing. 
Relational 
difficulties/intimacy 
He said, what do you do in the daytime? I said I’m in the 
mental health program. That’s what I do. And he said oh, 
okay. And he said, I’ll call you back. He never called me back. 
 
No, cause I kept my mouth shut. Didn’t tell nobody. Don’t 
want to be bothered with nobody. You know like guys. 
Relationships with family Yeah, we was like best friends. (mother) 
 
Like, I miss her. (mother) 
 
And I hate my sister.  
Reluctance towards higher 
levels of treatment 
That help me a lot. Cause I stay in the hospital, each time I 
went and I found out that group, this group, helps more than 
the hospital.  
 
Um, I haven’t been in the hospital in a long time and I’m not 
going back in to the hospital. 
 
That’s why I ain’t going back to the hospital. They try to keep 
me there a month. They try to keep me two or three months, 
shit. 
 
So when I went to the hospital, They kept me, I forget how 
long. 
Sensitivity to volume Well, you know, they cut the radio up, and I tell them they 
have to cut that down, all the way down. And they say oh, ok, 
ok. 
 
They was telling me they be watching a little bit of tv, I say 
ok, keep it down low. 
Shame, stigma Uh, well. I feel real, like, kinda scared that I did it, I told 
someone. Cause I thought to myself I told them. I talked to 
myself and I thought you did something real bad. 
 
Like I was getting um going to be rejected from life of doing 
something like that. Thinking something. 
 
Like being an outcast. No one will talk to you. 
Side effects from medication I haven’t had any side effects from it. 
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Yeah, I told um man in the hospital, I said that um Clozaril 
don’t work, cause it almost killed me. I had a real, real, real, 
bad seizure in this place in the back room. 
 
Cause a side effect was having a seizure. 
 
I just got into group. That’s when everybody said. I just 
walked into the group, sat down, and then it happened to me. 
Social Withdrawal Um. I just used to sitting in my house. Would stay to my room, 
sit in the corner. 
 
I was telling her I don’t need to be around people right now. 
Triggers Cause I, I don’t know what be triggering it.  
 
I know one part, and that came true, is stress. 
Trusting others to know about 
hallucinations 
I went into Job Corp when I was uh, 19 years old, and um I 
went there, it was, it was on a Friday I think, and I started 
hearing things there too. And the nurse, there was a nurse there 
she was walking the halls. She said some, she said excuse me, 
something wrong with you? I said something wrong with you? 
She said you know, I’m not being smart, you standing there 
talking to yourself and there’s no one they’re answering you 
back. So I walked away from her I said ohh, oh, I'm 
embarrassed now cause she gonna tell everybody about me. So 
what happened was, she um told it was a psychiatrist down the 
hall from us and she told the psychiatrist what was going on. 
Then they called me into the room, like five minutes later they 
called me to this room. And they said, they said to me, is you 
okay? I said I'm okay, and um, one lady stayed in there with 
me for a while, just talking to me and she tell, have you ever 
heard anything before? I said no, and um, she um, I was 
talking to her by myself and I said yes, I’m hearing things 
right now. I don’t need to be around people right now. 
 
I felt, the way I felt about the first lady who was telling me 
that I needed help or something like that. I felt the same way 
that I felt about that other lady. They all, my feelings were all 
the same for all of them. 
 
Yeah. Cause I trusted her. Anybody could trust her. 
 
Oh, she was real calm, and she seemed like she was happy that 
I told her that, that part of me. 
 
She’s the type of person that sit around and act like your friend 
and then soon as she hear what you gonna hear, she um talk 
real nice to you, then after you leave, she can’t wait to get on 
that phone. 
 
Told her? No. Cause she knows, I won’t tell her nothing? 
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There’s certain people that you can trust, certain people that 
you can’t.  
Unawareness, reliance on 
others 
They tell me I need to go to the hospital when I do. 
 
I don’t know where I was at. 
Wanting to die I just thinking, you know, at that time I did want to die, yeah at 
the time. That um, I started um, I started hearing you know 
like I started saying to myself, well if they don’t like me I 
don’t care I don’t like them either. And, they didn’t care about 
me. 
 
Yeah. Okay, I started being alone in that room. In that I was 
being so alone in the room, until, I did try suicide though. 
Because of this part. Like just, just, just, hear people or like 
anybody, no it’s not anybody, just to uh hear somebody calling 
me and I can’t see them.  
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Textural Description 
 The first theme that emerged from Pam’s interview was a sexual trauma that she had 
experienced as a child. “Yeah, it came, it went straight to him. About me, about him.” There was 
no representation of the body included in the drawing of herself, but just a portrait of her head. 
 The theme of paranoia leading to isolation and social withdrawal emerged.” I don’t know 
why they didn’t like me. I just stayed in my room all the time for years, years.” “When I was 
hearing. I used to sit in my room and do exercises and stuff but never go outside. Yeah I just 
stayed in my room, and then I went to school and people be asking me why are you not going out. 
You sit by yourself all the time.” “I just sit don’t want nobody to talk to me. People don’t know 
that I went to school. I did go to school for about a couple months or something like that and 
people that was friends, one of my friends they say to me they say, um, why you sitting over there 
by yourself? They used to say that to me all the time. I wouldn’t never answer. I would just walk 
away.”  
A theme of wanting to die emerged. “In that I was being so alone in the room, until, I did 
try suicide though. Because of this part. Like just, just, just, hear people or like anybody, no it’s 
not anybody, just to uh hear somebody calling me and I can’t see them.” Pam expressed a theme 
of weight “I stopped going to school. Cause people said I was strange. When I stopped going, I 
just let myself go all the way, and that was like weight put on me. It was weight. I kept getting 
bigger and bigger and bigger.” This theme also emerged a metaphorical way, “It feel like a big 
rock went off of me, you know, got more help.” 
 Pam expressed hearing hallucinations as the “worst kind of schizophrenia and auditory 
themes include “music. I don’t think I heard something like that ever before,” “whole crowd of 
people talking in (her) head at the same time.” Olfactory themes include “burning” smells. 
Unusual physical perceptions emerged as a theme, “I look around, and I don’t see anybody, but 
somebody touching my feet, my legs, my back.” Pam sees animals, her and others hands as 
bloody, blood dripping around her mother, and her deceased mother in visual form. A theme of 
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testing perceptions emerged. “I felt like I wasn’t touching nothing. I wasn’t touching anything. I 
would like walk up to her and that feel her arm, and I its like its like I ain’t doing nothing,” but 
also received a “high” feeling from this interaction. Others have helped test perceptions in the 
past. “I tell my sister okay look out the window, what do you see? And she looked and said you 
want to me to go outside and see? And when she came back she said there was nothing there.”  
 The theme of trusting those who support her emerged. “There’s certain people that you 
can trust, certain people that you can’t.” On an individual she trusts, “Oh, she was real calm, and 
she seemed like she was happy that I told her that, that part of me. Probably because she knew 
she got the I forget the word, but she know that she can be trusted by me.” And those not to be 
trusted, “She’s the type of person that sit around and act like your friend and then soon as she 
hear what you gonna hear, she um talk real nice to you, then after you leave, she can’t wait to get 
on that phone.” The theme of intimacy and relational difficulties emerged. “I kept my mouth shut. 
Didn’t tell nobody. Don’t want to be bothered with nobody. You know like guys.”  
A theme of coping strategies emerged. “You know like when you in group and stuff. You 
hear them talk about their problems. They use some words and they talk what the words mean, 
and stuff like that, that help me a lot.” It has been helpful to “go in the bathroom and put hands 
over my ears,” “self-talking,” “talking and getting real loud with them (the hallucinations),” 
exercising, and turning the radio on. On receiving more advice on handling hallucinations, “I 
think I could use some more.”  
Pam discussed her reluctance to adhere to medication but knowledge that it works for her 
most of the time. “I asked my doctor how long am I going to be on this medicine for?” “Didn’t 
like it and decided not to take it.” “But it ain’t gonna help you at all if you don’t use it.” A theme 
of side effects emerged. “I said that um Clozaril don’t work, cause it almost killed me. I had a 
real, real, real, bad seizure in this place in the back room.” The theme of loss of autonomy 
emerged. “You going to be on your medicine the rest of your life. I didn’t like that.” “I went there 
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I told the doctor that Clozaril almost killed me. He said well would you like to be on Clozaril or, 
or um, being dead. That’s what he say.” 
A theme of ambiguity emerged in statements and in drawings. Nothing seemed fixed, 
whether that be time, “He older than me. I can’t be fifty, right?” identity, “What do you think that 
sun is? A person. That's Me.” and space, “I don’t mean behind it. I mean in front of it.”  
A theme of distraction and possible confusion emerged. Pam stated, “Yeah, what did you 
say?” and “I was looking over there at my Mom,” during the drawing process. Pam expressed a 
theme of concern with the accuracy of her drawings. “I don’t know how to get this started from 
the back. No I mean like to put her, I guess I only put like stand here. No I don’t want that. I want 
something closer.” “That don’t look right. Hmm.” “I hate this. Like I, I can’t draw too good.”  
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Imaginative Variation in words 
 
Pam.  
Me, he.  
Age. 50, 43. 
 
Who are you? 
Pam. 
Who said that? 
Mom. 
Where are you? 
I don’t know.  
 
Mom is drinking. 
She’s dead. 
I’m alone. 
Sister’s evil.  
The sun is underfoot. 
There are animals outside. 
 
I see you bleeding, Mom.  
I see you coming through the wall.  
You are behind it, in front of it.  
I’m right here. 
I don’t know where I am. 
 
Touching me. Always touching me. I feel your hands. 
I’m feeling mean. I’m expanding. 
Get me out of here. 
I want to be alone. 
I don’t need people right now. 
 
People cause trouble. 
Telling me how to be. 
You with the white coat, thinking you’re smart. 
You don’t see that. 
You can’t hear that. 
How you going to fix that? 
 
I see it. 
There’s a song.  
I’ve never heard it. 
I smell the fire.  
There is no fire. 
 
“She’s fat. Whore. Demon.“ 
SHUT UP. 
Cover your ears. 
 
I’m bleeding.  
Real red. 
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Cover your hand. 
 
I’m real heavy today. 
Sleep. 
No one can find me. 
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Revised Themes 
• Ambiguity of time, place, self. 
• Blame of self for hallucinations, feeling of being “bad”. 
• Blocking the hallucinations out to cope. 
• Confusion of spatial dimensions and disorientation  
• Coping with loss and grief. 
• Desire to be alone and away from others. 
• Distraction of hallucinations and difficulty in concentrating. 
• Expansion, becoming bigger. 
• Hearing perceptions most difficult. 
• Heaviness versus lightness. 
• Hiding from hallucinations and hiding hallucinations from self. 
• Importance of accurately representing hallucination. 
• Importance of confidentiality. 
• Loss of autonomy. 
• Mistrust of doctors. 
• Not knowing where hallucinations are coming from. 
• Not knowing why hallucinations are happening and importance of finding meaning. 
• Not wanting to be on medication but having to be. 
• Paranoia leading to isolation and social withdrawal. 
• Perceptions and sensations are nonsensical. 
• Reliance on others to test perceptions. 
• Sadness in reflecting on experience 
• Talking with peers. 
• Triggers, that lead to flashbacks and intrusive thoughts and sensations. 
• Trouble with intimacy and relationships. 
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• Trust and mistrust of disclosing hallucinations to others. 
• Wanting to die and thinking of suicide. 
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Structural Description 
Pam described feeling sad in reflecting on all of her drawings at once. It was important 
to Pam to accurately represent her hallucinations through drawing and she was concerned that 
the image that she portrayed was comprehensible. Pam’s drawing representations expressed her 
spatial confusion and disorientation. Her associated statements and verbal interview indicated 
ambiguity towards self, time, and place as she referred to herself as son/sun and he, was 
uncertain of her exact age, had flashbacks, and recounted lost moments of time. She indicated that 
she had difficulty in concentrating on the present moment without distraction from auditory 
and visual stimuli of hearing voices and seeing her mother and blood. 
Pam’s experience of hallucinating involves triggers that lead to flashbacks of intrusive 
thoughts and sensations. She is not aware of the specific triggers to these intrusions though she 
has identified certain times of day and scenarios in which they more frequently occur, such as 
physical and olfactory sensations upon waking, and certain visual and auditory perceptions that 
occur around others and while alone. Pam identified that the hallucinations that she hears are 
the most difficult and distressing.  
Pam’s experience of her deceased mother as a hallucination revealed the role of one of 
her hallucinations as a manifestation of coping with loss and grief. Pam desires to know the 
meaning of why all of her hallucinations occur. She considers the content of her hallucinations 
as nonsensical. She does not know where the hallucinations come from. She does not know 
why the hallucinations happen but she has blamed herself for doing something bad to bring 
them on. 
 Pam’s hallucinations have made her feel heavy, both physically and metaphorically. 
She expressed a feeling of expanding and becoming bigger. Pam’s early experience of 
hallucination caused her to have paranoia that led to isolation and a desire to be alone and 
away from others. Pam has wanted to die and has attempted suicide to escape from her 
hallucinatory experiences.  
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Pam feels a loss of autonomy as a result of having to take medications to make the 
hallucinations subside.  She does not want to be on medication but realizes that she has to be 
in order to decrease the amount of hallucinatory experiences she has. Pam has coped with 
hallucinations that persist beyond medication by hiding away from them and blocking them out 
by covering her ears, covering her hands, or listening to music. Pam credits talking with peers as 
helpful in coping with her hallucinations though she does not typically speak specifically about 
the hallucinations with others. 
Pam expressed the importance of supportive relationships and as she has relied on 
others to test her perceptions. She feels it is important to trust individuals that she discloses her 
experience to, and for them to be confidential. She has difficulty trusting doctors and select 
family members. She expressed that she has given up on romantic relationships, given her 
difficulty in sharing intimately with partners. 
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5. Draw what the experience of hallucinating is like for you (Figure 1) 
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6. Consider this figure an outline of you, and draw the experience of hallucinating in relation to 
the figure. Select a horizontal or vertical sheet of paper (Figure 2) 
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7. Fill the circle with what you would like to (Figure 3) 
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8. Detail (Figure 3) 
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9. Imaginative Variation of Pam by researcher 
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Composite Analysis 
The phenomenological process was repeated in order to conduct a composite analysis of 
the data from both participants. Composite themes from the art making and then verbal interview 
are presented in tables, then a composite textural description, an imaginative variation in both art 
and words, revised composite themes, and a composite structural description is presented. 
Each participant in this study was asked to draw three drawings as presented with their 
individual analysis. The three drawing directives used were: 
1. Draw what the experience of hallucinating is like for you. 
2. Consider this figure an outline of you, and draw the experience of hallucinating in 
relation to the figure. Select a horizontal or vertical sheet of paper. 
3. Fill the circle with what you would like to.  
Drawing content was analyzed and verbal statements elicited from the process. Each 
participant was allowed to interpret the directive as they wished. Drawing what the experience of 
hallucinating was like for the individual could be interpreted as an open-ended directive that 
could elicit one specific concrete depiction of the experience, depict many experiences, the 
individuals affect in association to the experience, and/or a metaphorical description of the 
experience. Drawing the experience of hallucination in relation to the self was meant to elicit a 
concrete response of the experience in relation to the body and space around. The mandala 
drawing was presented as a drawing that allowed individuals to express themselves, as they 
would like to. This drawing allowed for expression of the essence of the self for an individual that 
experiences hallucinations. Having multiple directives and drawings allowed for a description of 
the experience of hallucination in a variety of ways. Themes that are presented in the table below 
make reference to the drawing feature or verbal statement that they refer to.  
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Composite themes from the artmaking process 
 The themes derived from all of the drawings have been organized into three tables 
corresponding to the drawing they analyze. A fourth table presents composite themes from of all 
of the drawings together. Verbal statements as well as formal characteristics of the drawing are 
considered. It is important to note that there were variations in each individual’s relationship to 
drawing their experience as one was more inhibited with the materials and preoccupied with the 
outcome of the drawing, and the other felt that the process well facilitated their description of 
their experience. Quotes within the tables refer to statements made by participants during the 
drawing portion of the interview. The themes listed within the tables are presented in alphabetical 
order. 
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Table 5 
Draw what the experience of hallucinating is like for you (composite, listed alphabetically) 
THEME CHARACTERISTICS 
Distress • Sad face 
• Repeated “dancing” circles emphasized 
Focus on external • Horizontal orientation of page 
Hiding • Lack of body in representation of the self 
• “hide” 
• “hide my hand, you know, like sit on it.” 
Intrusiveness • Memory of trauma 
• “this is what I see” 
• “it went straight to him. about me, about him” 
• “places, things on fire” 
Isolation • Nothing surrounding representation on page 
• “lonely” 
• “ignore” 
•  “don’t want nobody to talk to me” 
Limited expression of 
complicated experience 
• What is represented is a fraction of what is described 
in interview 
• Focus on visual perceptions 
• “this is what I see” 
Loss of autonomy • Expanding, kinesthetic quality of lines 
• Expansion of self figure 
• Use of oil pastel which is less structured and refined 
than pencils and markers 
• “things get out of control” 
• “then they start dancing” 
• “I could never explain that they just start to dance” 
Ungroundedness • Central position on page 
• Disembodied head and no body 
• Floating objects 
Unintegrated experience • Lack of anything surrounding representation 
• Random quality to colors selected 
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Table 6 
 
Consider this figure an outline of you, and draw the experience of hallucinating in relation to the 
figure. Select a horizontal or vertical sheet of paper (composite, listed alphabetically) 
THEME CHARACTERISTICS 
Ambiguity • Confusion in representation of space  
• “I don’t mean behind it. I mean in front of it.” 
• “garbled” 
• “words being said out of sequence” 
Coping with perceptions • Expressing hallucinations brought up how to cope 
with experience 
• “I take my medicine.” 
• “I put my head down for a bit.” 
Fear • Depiction of blood 
• Depiction of Mother that is deceased 
• “This is where it gets scary.” 
• “You tell them you have a mental problem. You 
don’t know how they gonna to react to you.” 
Focus on external • Selection of horizontal paper 
• Most depictions outside or on surface of body 
• Empty self figure 
• Hallucinations are mostly detached from interior of 
body 
Loss of autonomy • Use of pencil suggesting desire to control or make 
space for many things on page 
• “floating” 
• “events like to skip in” 
• “come up out of nowhere” 
Multisensory experience • Attention to top of head, swirling lines and “pings” 
• Blood dripping from hand 
• Physical sensations portrayed 
•  “talking” 
• “smelled” 
• “sounds like mumbles.” 
• “touch, trying to touch me” 
• “hearing is the worst form” 
• “Its like music” 
• “get like a high feeling” 
• “colors” 
Realistic quality • Drawing of familiar objects such as gun, television, 
blood 
• “I see it and you don’t see it” 
• “I couldn’t find a real red.” 
Ungroundedness • Well grounded underfoot but object bursting from 
ground 
• Floating blood and circle (indicating where mother 
appears) surrounding body 
Unintegration of experience • Floating objects surrounding but not directly a part of 
the self or environment 
• “I’m in the paradox” 
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Table 7 
 
Fill the circle with what you would like to (composite, listed alphabetically) 
THEME CHARACTERISTICS 
Conflict • Portrayal of two family members in conflict 
• “Internal struggle” 
•  “fighting a war against myself” 
Escape • Change in color scheme to use calm blue color 
• Portrayal of utopian planet 
• Portrayal of better time than present 
• “All this can’t follow me there.” 
• “safe zone” 
• “safe world” 
• “no wars. no insurgencies. no terrorists.” 
Intrusiveness of hallucination • “Keep my defenses up” 
• “always worried that around the corner is just waiting 
around the corner for me to come.” 
• “These are my enemies” (points at hallucination 
figure drawing) 
• “attack” 
Judgment • “You know how people treat you when you have a 
mental disorder.” 
Reality versus fantasy • “You have to keep your one food in reality and one 
foot in fantasy. You gotta to keep them separate.” 
• “You can make this either two things.” 
Ungroundedness • planetary image 
• floating figures in center of mandala 
• “they try to keep me grounded into reality” 
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Table 8 
 
Composite table of themes encountered in all of the drawings 
 COMPOSITE THEMES THEMATIC CHARACTERISTICS 
Desire to resolve a problematic 
experience / Something to 
figure out 
• Depicting internal and external conflict 
• Depicting a state of distress 
• Depicting a desire to escape 
• Depicting fear and verbally expressing being scared 
• Talking about how to cope with perceptions 
Disorienting and confusing 
experience 
• Ambiguity in describing space in drawing and 
verbally 
• Describing ungroundedness through metaphor and 
depictions 
• Describing intrusiveness of hallucinations 
Distortion of reality and 
realistic quality of 
hallucinations 
• Describing the experience as multisensory 
• Limited expression of complicated experience 
• Describing reality of hallucination and flexibility of 
shared reality 
Fear of judgment from others 
and impairment of social 
relationships 
• Depicting a desire to hide from others and oneself 
• Discussing fear of stigma of illness 
• Isolation 
Loss of autonomy • Depicting and expressing things are out of control 
• Depicting the experience as outside of the self 
• Unintegration of experience 
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Composite Themes from the verbal interview 
Themes that are in agreement between both participants are presented in a majority 
themes table. Lesser themes follow in a separate table.  
 
 
Table 9 
 
Majority themes from the verbal interview (listed alphabetically) 
THEMES VERBAL STATEMENTS 
Being aware that 
hallucinations are of 
the self but being 
unaware of 
connection of the 
content to self 
I know one part, and that came true, is stress. (what triggers 
hallucination) 
 
Period. I don’t like violence if I can avoid it I will. 
 
Seeing the gun image. Making it look. Taking the form of something like 
a gun. That’s weird. 
 
Cause I, I don’t know what be triggering it.  
Desire to escape, 
wanting to die, 
attempting suicide 
My grandmother was sitting on the windowsill. And I was moving 
towards her. And I almost went out the window and my girlfriend. 
(Girlfriend) grabbed me before I went out the window. 
 
I just thinking, you know, at that time I did want to die, yeah at the time. 
That um, I started um, I started hearing you know like I started saying to 
myself, well if they don’t like me I don’t care I don’t like them either. 
And, they didn’t care about me. 
 
Yeah. Okay, I started being alone in that room. In that I was being so 
alone in the room, until, I did try suicide though. Because of this part. 
Like just, just, just, hear people or like anybody, no it’s not anybody, just 
to uh hear somebody calling me and I can’t see them.  
Doubting reality and 
a desire to check if 
the hallucinations 
are real  
The way I try to make sense of it is one day I was um just sitting there 
thinking to myself. And I say, I said, am I really hearing that? And I look 
over and I don’t see nobody there. Nobody.  
 
But I could reach out and she wasn’t there. And it was always I kept it to 
myself I think a few times my mother noticed it but she didn’t say things 
my siblings I don’t know if they noticed it or not. I don’t know if they 
did or they didn’t. 
Feeling like 
hallucinations 
should not be 
happening and are a 
problem 
Their reaction was having problems. And we need to examine you. Give 
you a thorough examination. And they gave me a thorough examination 
and they thought there were some problems.  
 
This is when she noticed there was a problem with me. 
 
She was upset. That I was having these problems. She noticed. She was 
the first one to notice that there was a problem. She knew about my 
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problem. She didn’t say nothing for a long while until eventually around 
2011, 2012 she directed me to come to (Mental Health facility). 
 
Then I be, I sit down talk to myself. I say how can this be? I ain’t doing 
nothing bad or anything like that. I thought I was maybe doing 
something bad. 
 
Uh, well. I feel real, like, kinda scared that I did it, I told someone. Cause 
I thought to myself I told them. I talked to myself and I thought you did 
something real bad. 
 
Like I was getting um going to be rejected from life of doing something 
like that. Thinking something. 
Isolation and 
difficulty in having 
intimate 
relationships and a 
fear of judgment 
from others (stigma) 
And, I didn’t really like it. Cause they, some of the kids didn’t like me. I 
know that. But, I think I’m a nice person. 
 
But other than that I haven’t told too many people. I got a semi 
girlfriend. That I haven’t told too much. A new girlfriend in my life. 
 
The group here seems to be okay with it. I haven’t, I haven’t told my 
mother anything about it. I'm going to tell a friend this afternoon about it. 
Other than that there hasn’t been that many people in my life to tell 
about it.  
 
So we did. And he said, what do you do in the daytime? I said I’m in the 
mental health program. That’s what I do. And he said oh, okay. And he 
said, I’ll call you back. He never called me back. 
 
No, cause I kept my mouth shut. Didn’t tell nobody. Don’t want to be 
bothered with nobody. You know like guys. 
 
Like being an outcast. No one will talk to you. 
 
Um. I just used to sitting in my house. Would stay to my room, sit in the 
corner. 
 
And not too many people talked about it and not much was done on it. 
And I just tried to keep it under control 
 
I was telling her I don’t need to be around people right now. 
Multisensory 
experience of 
hallucinations and 
related perceptions 
VISUAL: There was a thing with my eyes. I used to see stuff before she 
died. 
 
My hallucinations were in color. 
 
But the other ones have been like weird things I couldn’t explain. Weird 
thing’s floating in the air. 
 
It floats like move right in front of me and just pass by and then other 
things will move in front of me. 
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AUDITORY: It’s always been advice. Always been advice on my life. 
 
Yeah a tone. But there’s words to it. Just trying to make sense of it. It 
sounds like a language but it’s hard to understand. 
 
At times they can be loud. At times they can be quiet. Its all mumble its 
words like (participant’s name) at times comes through and other than 
that the rest of its mumbles. 
 
Its not the way, it’s the way they be talking about people. It’s the way 
they say it. Its like uh, she’s dirty, don’t go back home, they not been 
talking about me like that. They talking about different people, not me. 
 
OLFACTORY: No I was smelling burning rubber, burning wires for 
some time. 
 
PHYSICAL: They turn colors, red and green at times. They feel a little 
tender (in reference to arms). 
 
MULTISENSORY: It’s like I'm really, really having a conversation with 
a person. 
 
It’s usually very vivid. 
 
And it’s almost realistic. 
Relationship with 
medication, 
including side effects 
TAKING MEDICINE: Calming. It made me calm. And everything was 
fine 
 
I know I can make sure I have a refill. 
 
I reach a calm. I calm myself both with the medicine. I count to ten and 
think and say I must have forgotten the medicine I go through medicine 
pillbox and I take it. 
 
I think its science that helps. You got to take medicines to help. 
 
Really keep them at bay. 
 
Then other things passed in but then I took my medicine. Things calm 
down. 
 
I just take my medicine. That helps a lot too. 
 
NOT TAKING MEDICINE: 
But it ain’t gonna help you at all if you don’t use it. 
 
Yeah, I asked my doctor how long am I going to be on this medicine for? 
 
Didn’t like it and decided not to take it. 
 
	  	  
118	  
You going to be on your medicine the rest of your life. I didn’t like that. 
 
And then um, I was told by um the next time I went there I told the 
doctor that Clozaril almost killed me. He said well would you like to be 
on Clozaril or, or um, being dead. That’s what he say. Would you like to 
be on Clozaril or be dead. I said, I ain't be on, I cussed him out. 
 
Symptoms come back, full force. (without medication) 
 
AMBIVALENCE TOWARDS MEDICINE: 
Um, I feel okay about the medicine.  
 
It could have been the medicine.  
 
Its like uh, you know its different pills I have to take in the morning and 
the night. 
 
SIDE EFFECTS: 
I haven’t had any side effects from it. 
 
Yeah, I told um man in the hospital, I said that um Clozaril don’t work, 
cause it almost killed me. I had a real, real, real, bad seizure in this place 
in the back room. 
 
Cause a side effect was having a seizure. 
Unpredictable 
nature of 
hallucinations 
Um, like sometimes it comes on and its like kind of frequently.  
 
That was long, but it stopped and it just like creeping up on me again. 
 
I don’t know. I just woke up one day, there it go. 
 
But that was weird because I don’t have that I shouldn’t have had that. 
That shouldn’t have happened. 
 
It always bothered me. I try to understand this means. I always try to 
understand the meaning of it. It just comes up and comes up in like a 
thorns. Like a growth or something. 
 
Yeah, that has happened. Weird things have come up out of nowhere and 
I can’t explain it 
 
Switch back and forth like a revolving door 
 
But my grandmothers more solid. To me I think she’s more solid, but 
she’s not solid. The other hallucinations were a little more disturbing 
especially when a gun comes out of no place. 
Variety of coping 
strategies, 
treatment, and 
remedies for 
hallucinations 
RESTING: 
But my grandmother used to say, you need rest. 
 
FOLKLORIC REMEDIES: 
From maybe voodoo or maybe something umm all I knew is they had 
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remedies for everything. You didn’t go to the doctor, but up here it was a 
different story. The doctor was the key thing. 
 
My grandmother didn’t believe in going to doctors all the time. They had 
remedies. You drink this or you eat this. 
 
Apple and salt was one thing she used or a concoction that she used to 
mix up with what was it. Tomatoes, garlic, and something else she mixed 
up together. And it was horrible tasting. 
 
No offense, they didn’t really work. (folkloric remedies) 
 
MEDICATION: 
He was a man of science. He said you can use science. And she was 
about remedies. And there was a conflict between the two of them. She 
had these homemade remedies and he was about science. 
 
Just take your medicine and be calm. 
 
WAITING FOR HALLUCINATIONS TO PASS: 
Before I didn’t have medicines before to help them but I just sat still and 
waited until they faded away. Okay. and usually they just faded away. 
 
And I sat there for hours until it faded away. 
 
SELF-TALK: 
Okay, like um, I still say that, like, I still say to myself till today, if I hear 
anything or see anything, I do some self-talking. That helps. 
 
INTERACTING WITH HALLUCINATIONS: 
And I just keep talking and getting real loud with them and it goes away. 
Not all the way but just about. 
 
BLOCKING OUT: 
Sometimes I have to go in the bathroom and put my hands over my ears. 
 
My motto was that in the 80’s and the 90’s was that I had dark shades. I 
put the shades on. This way I can keep my eyes closed and still talk.  
 
TALKING ABOUT THE EXPERIENCE WITH OTHERS: 
Well, I hear, you know, talk around here. You know like when you in 
group and stuff. You hear them talk about their problems. They use some 
words and they talk what the words mean, and stuff like that, that help 
me a lot. 
 
You know what people talk about here, its good advice. 
 
DISTRACTION WITH SOUND: 
I’ll put my music on maybe. Music. Like frank Sinatra’s that’s life. I 
listen to that and some old classics. 
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Well, you know, they cut the radio up, and I tell them they have to cut 
that down, all the way down. And they say oh, ok, ok. 
 
They was telling me they be watching a little bit of tv, I say ok, keep it 
down low. 
 
And cutting the radio on, but not too loud, not too loud. 
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Table 10 
 
Lesser themes from the verbal interview (composite, listed alphabetically) 
THEMES VERBAL STATEMENTS 
Ambiguity, 
disorientation and 
confusion 
What do you think that sun is? A person. That's Me 
 
The son/sun don’t need no arms. I don’t think he need arms.  
 
I don’t know where I was at. 
Conflict of knowing 
reality but believing 
in hallucinations 
Its difficult to explain to people and difficult to explain to myself 
because I have a conversation with a person that has passed away. 
Contradictory 
thoughts towards 
losing hallucinations 
I would like it all to be erased. But the trick is if I erase it I always take 
the risk of my grandmother. That’s a scary part, a concern. 
Difficulty in 
concentration and 
distraction in 
reaction to 
hallucinations 
Mostly when I’m talking. (when hallucinations occur) 
 
Oh, what you say? 
Easiest to express 
nature of 
hallucinations in the 
way that they occur 
MUMBLING: (sounds like low humming tone) 
 
Used hand circling gesture to describe images in motion 
 
Well talk. The audio. That's difficult. I have to put that, express that in 
words. 
Feelings towards 
hallucinations 
And you know I hear something say (whispers her own name twice). 
You know, calling me, and I was like real scared, I was looking around 
the room and it was like a ghost in there calling me. At first it sounded 
just like people calling me. Then I got into it like a ghost face, like it was 
actually in my room, talking to me. I was scared. 
 
I think I was (clearing throat) like scared. 
 
Yeah it’s reassuring to me. It’s always been reassuring. I loved my 
grandmother. She was the light of my light 
 
They were frightening. 
 
Yeah I can remember the first time I was watching TV and I turned it off 
for a moment to see something to see something in the air going by. 
Then something was floating by going after it. And Something floating 
by then this floating by then that then everything crawling around. Like I 
was looking around like back and forth and everything. And I got scared 
and I climbed into bed and pulled the pillow over my head. And went to 
sleep. After a couple of hours it finally faded away.  
Importance of 
trusting mental 
health professionals, 
social supports 
TRUST: That help me a lot. Cause I stay in the hospital, each time I 
went and I found out that group, this group, helps more than the hospital.  
 
It feel like a big rock went off of me, you know, got more help. 
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There’s certain people that you can trust, certain people that you can’t.  
 
Probably because she knew she got the I forget the word, but she know 
that she can be trusted by me. 
 
I felt, the way I felt about the first lady who was telling me that I needed 
help or something like that. I felt the same way that I felt about that other 
lady. They all, my feelings were all the same for all of them. 
 
Yeah. Cause I trusted her. Anybody could trust her. 
 
Oh, she was real calm, and she seemed like she was happy that I told her 
that, that part of me. 
 
MISTRUST: She’s the type of person that sit around and act like your 
friend and then soon as she hear what you gonna hear, she um talk real 
nice to you, then after you leave, she can’t wait to get on that phone. (not 
trustworthy) 
Impact of trauma on 
hallucinations 
When I was like five or six… One of the family members um, yeah, one 
of the family members made me, my twin brother…And I have another 
brother that, there was eight of us together…And one of my brothers, 
forced himself on top of me. And he made, it was like five of us 
together… It’s eight people in the family but it was five you know like 
he used to watch all the time. He uh, he um, like he made us have sex 
together. 
 
Yeah, it came, it went straight to him. About me, about him. 
 
I try not to think about it like when I’m here in program. 
Loss and Grief She still cares about me. I like to think that she still does and that she 
wants to make sure I’m doing the right thing. And that’s what I think. I 
know she’s not there and I'm having conversations with a 
person that passed away 37 years ago. And it’s difficult for anyone to 
understand that. 
 
Yeah, we was like best friends. (referring to mother) 
 
Like, I miss her. (referring to mother) 
Reaction to drawing 
hallucinations 
Like, um, let me see. I don’t know what to say, it was just okay. 
 
Easy to explain it on pictures. 
 
It’s easier to show somebody what I'm going through then to tell anyone. 
Reliance on others 
and loss of 
autonomy 
They tell me I need to go to the hospital when I do. 
 
Um, I haven’t been in the hospital in a long time and I’m not going back 
in to the hospital. 
 
That’s why I ain’t going back to the hospital. They try to keep me there a 
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month. They try to keep me two or three months, shit. 
 
So when I went to the hospital, They kept me, I forget how long. 
 
I went into Job Corp when I was uh, 19 years old, and um I went there, it 
was, it was on a Friday I think, and I started hearing things there too. 
And the nurse, there was a nurse there she was walking the halls. She 
said some, she said excuse me, something wrong with you? I said 
something wrong with you? She said you know, I’m not being smart, 
you standing there talking to yourself and there’s no one they’re 
answering you back. So I walked away from her I said ohh, oh, I'm 
embarrassed now cause she gonna tell everybody about me. So what 
happened was, she um told it was a psychiatrist down the hall from us 
and she told the psychiatrist what was going on. Then they called me 
into the room, like five minutes later they called me to this room. And 
they said, they said to me, is you okay? I said I'm okay, and um, one lady 
stayed in there with me for a while, just talking to me and she tell, have 
you ever heard anything before? I said no, and um, she um, I was talking 
to her by myself and I said yes, I’m hearing things right now. I don’t 
need to be around people right now. 
Sadness in reflecting 
on experiences 
This a more happy time and this, the most tragic ones. 
 
Like uh (pause) kind of sad. (reflecting on drawings) 
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Composite Textural Description 
Adults with a diagnosis of schizophrenia who experience hallucinations describe their 
experience of drawing their hallucinations differently based on their comfort level using the 
materials as a means of expression. Reflecting on drawing was expressed as “just okay” but at 
times “easy to explain on pictures,” and “easier to show somebody what I'm going through then 
to tell anyone.” Drawings primarily expressed visual perceptions, which demonstrated a limited 
means of expressing a complicated experience. The drawing process did facilitate dialogue on the 
larger experience of hallucinations. It emerged though that it is easiest to express the nature of 
hallucinations in the way that they occur such as hearing through sound, “The audio. That’s 
difficult. I have to express that in words,” use a low tone to express mumbling, and circling hand 
gestures and hand motions to express animation of visual hallucinations in space. The use of 
metaphors to describe the experience is helpful in conveying its complexity. 
 Drawings portrayed themes such as ambiguity and ungroundedness demonstrating that 
hallucinations are disorienting and cause confusion. There is a distortion of reality as 
hallucinations can be realistic and multisensory. “You have to keep your one foot in reality and 
one foot in fantasy. You gotta keep them separate.” Reality and hallucinations “switch back and 
forth like a revolving door.” The hallucinations are unpredictable, creep up, “shouldn’t have 
happened,” are “disturbing,” “comes on and it’s kind of frequently,” and, “weird things come up 
out of nowhere.” Loss of autonomy is portrayed in drawing as an expansion of the self, and 
verbally “things get out of control,” “events like to skip in,” and “come up out of nowhere.”  
There is a tendency to doubt reality and a desire to check if hallucinations are real, “am I 
really hearing that?” “I could reach out and she wasn’t there.” It’s “scary,” creates an “internal 
struggle” and desire to resolve a problematic experience and figure the hallucinations out, escape 
to a “safe zone” where the hallucinations “can’t follow,” or “take my medicine.” Individuals are 
aware that the hallucinations are of the self but are not aware of the connection of the content of 
hallucinations to the self, “cause I don’t know what be triggering it” besides “stress,” “seeing the 
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gun image . . . that’s weird.” Drawings demonstrate this unintegration of the experience as the 
content being unidentifiable, or flexible and ambiguous as well as visually detached from the self.  
 The multisensory experience of hallucinations can be seen “in color” as animated bloody 
hands, and “weird things floating in the air.” Hallucinations crowd the head with “pings,” are felt 
“touching” on the body, and can create a “high feeling.” Hallucinations can smell like “burning 
rubber, burning wires.” Sometimes the “worst form” of hallucinations are heard. “At times they 
can be loud. At times they can be quiet.” Auditory perceptions include “talking about people,” 
“mumbles,” “words said out of sequence,” “garbled,” and “music.” Deceased loved ones appear 
in “full body,” animated, interactive, and sometimes offering “advice.”  
 Hallucinations feel like they should not be happening and are thought of as a problem. 
Doctors “thought there were some problems,” significant others “noticed there was a problem,” “I 
thought I was maybe doing something bad,” “like I was going to be rejected from life doing 
something like that, thinking something.” The content of the hallucinations can be “frightening” 
and scary but particular hallucinations such as of loved ones can be “reassuring.” Loss and grief 
are expressed as the appearance of a loved one indicates, “she still cares about me” and “I miss 
her.” The reluctance towards further loss can create contradictory thoughts towards losing the 
experience of hallucinations. “I would like it all to be erased. But the trick is if I erase it I always 
take the risk of losing my grandmother.” 
There is a desire to escape, which includes wanting to die, and attempts of suicide “I 
almost went out the window,” “at that time I did want to die,” “I did try suicide” because of 
hearing “someone calling me and I can’t see them.” A variety of coping strategies and remedies 
are suggested by others and invented by the self, including “rest,” “remedies. You drink this or 
eat that,” medication and “science,” being “calm” and waiting for hallucinations to pass, 
interacting with “self-talking,” “keep talking and get real loud with them,” blocking “hands over 
my ears,” “put the shades on,” expressing “talk what the words mean,” and distraction such as 
“put my music on,” “watching a bit of TV.” The relationship with medication including side 
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effects is prominent because “you going to be on medication for the rest of your life.” This loss of 
autonomy can range from ambivalence to acceptance, “I feel okay about the medicine” or “didn’t 
like it and decided not to take it” but “it ain’t gonna help you if you don’t use it.” Taking 
medicine is “calming” and quieting but side effects range from gaining weight to “seizure” even 
though they may not occur for every individual. 
Social impairment as a result of hallucinations is “lonely.” “When hallucinations are 
active you “don’t want nobody to talk to” and feel “I don’t need to be around people right now.” 
Fear of judgment from others contributes to isolation. “You know how people treat you when you 
have a mental disorder.” ”You don’t know how they will react.” “Some of the kids didn’t like 
me.” “Like being an outcast.” There is difficulty in having intimate and also romantic 
relationships. “Not too many people talked about it” and “there hasn’t been that many people in 
my life to tell about it.” “He said, I’ll call you back. He never called me back.” “I got a semi 
girlfriend that I haven’t told too much.” 
Adults with a diagnosis of schizophrenia that experience hallucinations must rely upon 
others. They “tell me I need to go to the hospital when I do” and “keep me grounded into reality.” 
Trusting mental health professionals and social supports are important given the combination of 
social impairment and loss of autonomy due to increased hallucinations. There are “certain people 
that you can trust, certain people that you can’t.” A desirable trustworthy quality is being “real 
calm” and being “happy that I told (them) that part of me.” Getting proper help can feel “like a 
big rock went off me.” A history of trauma can color the experience of hallucinations, making 
them more horrific than bizarre in nature. Having a history of traumatic experiences also 
intensifies a desire to isolate from others and find trust in relationships including those with 
caretakers. 
 
 
 
 
 
	  	  
127	  
Composite Imaginative Variation in words 
 
How can you express the experience of my reality simply? 
It’s everywhere around. 
It’s in my mouth, in the air, on my skin. 
It dances around you. 
It talks about you. 
You don’t sense it though, I’ve asked you many times. 
Sometimes you just tell me its not there. 
My reality. 
 
It’s a problem that I have this. 
That I see, hear, smell, and feel. 
Just a little bit more than you. 
That I listen in, project out. 
Oh, you’re still there. 
 
Sometimes I lose time. 
I’m in space. 
I just get so big I no longer can see my edges. 
I expand and cover everything. 
I reflect, I refract. 
 
This world is full of wretched surprises, weird, scary. 
I do not control it. 
Other people guide me. 
I hope that I can trust them. 
There are few. 
 
I want to escape this. 
I hold on. 
What I don’t want to let go of stays. 
But then so does all of this that I still do not understand. 
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Composite Revised themes 
• Confusion, doesn’t make sense and want to figure it out 
• Desire to escape and to isolate away from others 
• Difficulty in communicating about the experience 
• Extra perceptions in addition to perceptions of a shared reality 
• Flexible and ambiguous content 
• Involvement of different senses and/or multiple senses 
• Loss of ability to fully orient to a shared reality 
• Loss of autonomy requiring assistance and care 
• Medication and coping strategies 
• Past experiences effect on quality of hallucinations 
• Problem and something wrong/illness/punishment 
• Rarely talked about because of fear of judgment from others 
• Unpredictability, sometimes leading to paranoia 
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Composite Structural Description 
Adults with a diagnosis of schizophrenia who experience hallucinations find it hard to 
communicate about the experience fully, as it is complex and involves many senses including 
seeing, hearing, smelling, and physical sensitivity and touch. Sometimes the experience involves 
many senses at once. At times it is difficult to decipher if the experience is a hallucination at all as 
it appears real. Most times the experience is flexible and ambiguous appearing as unidentifiable 
and bizarre perceptions and sensations that come and go.  
Extra perceptions in addition to perceptions of the shared reality of others can lead 
to confusion, difficulty in concentrating, and distraction. Having these extra perceptions also can 
lead to the loss of the ability to fully orient to a shared reality. Space and time are experienced 
differently as the individual’s perceptual experience is not fully in sync with others. Individuals 
who are fully immersed in their hallucinations may lose all awareness of their shared reality with 
others. Having extra perceptions that others do not can be scary especially because they are 
unpredictable and can crowd the senses. Not knowing when the experience will intrude can lead 
to feelings of paranoia towards the experience. There is a desire to escape from the 
experiences of hallucinations and to isolate away from others. 
Past experiences such as loss and trauma impact the content of hallucinations. A 
traumatic past can indicate that hallucinations will be more horrific in nature. Processing grief can 
lead to the apparition and presence of a loved one. Most of the time something about the 
hallucination doesn’t make sense, which makes one want to figure it out. Individuals wonder 
about and try to interpret the content, what words or sounds that they hear, what it is they see, 
who is touching them, where the smell is coming from, and how they are speaking to someone 
that is deceased. They try to make sense of the meaning of the experience. It is typically regarded 
by themselves and others as a problem, something wrong, part of an illness, or some sort of 
punishment.  
	  	  
130	  
There are all sorts of folkloric remedies and solutions that an individual may try to help 
make the experience go away. Most prominent are medication and coping strategies. The 
relationship with medication can vary from acceptance to ambivalence. Following doctor’s orders 
and taking medication further emphasizes an individual’s loss of autonomy, which can lead to not 
taking medication, and arguing with doctors. Side effects can be disturbing. Hallucinations persist 
while on medication but are quieter and more muted. Coping strategies include trying to keep 
hallucinations under ones control, interacting with hallucinations, blocking them out, hiding from 
them or hiding them from oneself, passively waiting for them to pass, and distracting oneself with 
other stimuli or activities. 
 Individuals rarely talk about their experience of hallucinations for fear of judgment 
from others. They do not know how others will react in knowing about their perceptions and fear 
the stigma that they may encounter by sharing them. Others assistance and care is crucial 
though, as an individual diagnosed with schizophrenia with hallucinations experiences 
disorientation, desires to isolate, struggles to stay committed to medication and coping strategies, 
and may have suicidal thoughts and acts. Family, friends, mental health professionals, and peers 
can offer social support. It can be relieving for an individual to open up about their experience 
with someone who they can trust. 
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Synthesis 
Time and space are altered by the intrusion of hallucinations. They affect most senses and 
exist as extra perceptions in addition to those that others may share. This can be disorienting, 
confusing, distracting, and scary. The content of the hallucination can vary given past 
experiences. There can be a desire to figure out the content of the experience. There is also a 
tendency to want to escape from the experience and also go away from others.  
It is hard for individuals with a diagnosis of schizophrenia to communicate about their 
hallucinations given their complex and bizarre nature. Uncertainty about the experience and fear 
of stigma contribute to the limitation of expression. 
 Support from others is crucial for the health of individuals diagnosed with schizophrenia 
who are experiencing hallucinations. It is relieving for individuals to speak about the experience 
with someone who they can trust. Mental health professionals, peers, family, friends, can help 
them cope with the experience and stay oriented to a shared reality, treat with medication, be 
empathetic to their loss of autonomy, and explore thoughts of wanting to escape including 
thoughts of dying. 
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10. Composite Imaginative Variation by researcher 
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Chapter 5: DISCUSSION 
Overview 
 The purpose of this chapter is to discuss results of the research study as applied to a 
review of the literature, clinical implications, and future research. This chapter will address the 
research question: what is the lived experience of hallucinations in adults with a diagnosis of 
schizophrenia?  
 The results of the data collection were informed by open-ended questions, the purpose of 
which were to elicit certain aspects of the experience of hallucinations including thoughts and 
feelings about the first and subsequent experiences, quantity and content of hallucinations, 
disclosure of the experience to others, management of the experience, and expression of the 
experience through drawing. Drawings of hallucinations portrayed the experience through 
another mode of communication, which helped to facilitate dialogue, and reinforce and introduce 
themes that complemented findings in the verbal interview.  
The synthesis of the research was informed by revised themes that were found through 
analyzing the textural description and the imaginative variation of the composite features from 
both art and interviews. This synthesis explains that time and space are altered by the intrusion of 
hallucinations. They affect most senses and exist as extra perceptions in addition to those that 
others may share. This can be disorienting, confusing, distracting, and scary. The content of the 
hallucination can vary given past experiences. There can be a desire to figure out the content of 
the experience. There is also a tendency to want to escape from the experience and also go away 
from others.  
It is hard for individuals with a diagnosis of schizophrenia to communicate about their 
hallucinations given their complex and bizarre nature. Uncertainty about the experience and fear 
of stigma contribute to the limitation of expression. 
Support from others is crucial for the health of individuals diagnosed with schizophrenia 
who are experiencing hallucinations. It is relieving for individuals to speak about the experience 
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with someone that they can trust. Mental health professionals, peers, family, friends, can help 
them cope with the experience and stay oriented to a shared reality, treat with medication, be 
empathetic to their loss of autonomy, and explore thoughts of wanting to escape including 
thoughts of dying. 
 The revised composite themes that informed the synthesis are discussed further as they 
serve to illuminate the research question and synthesis in greater detail and in relation to former 
findings. The following themes were identified by a composite analysis including the open-ended 
interview and the drawings: 
• Confusion, doesn’t make sense and want to figure it out 
• Desire to escape and to isolate away from others 
• Difficulty in communicating about the experience 
• Extra perceptions in addition to perceptions of a shared reality 
• Flexible and ambiguous content 
• Involvement of different senses and/or multiple senses 
• Loss of ability to fully orient to a shared reality 
• Loss of autonomy requiring assistance and care 
• Medication and coping strategies 
• Past experiences effect on quality of hallucinations 
• Problem and something wrong/illness/punishment 
• Rarely talked about because of fear of judgment from others 
• Unpredictability, sometimes leading to paranoia 
Description of Findings 
Each participant in the study described their individual account of the experience of 
hallucinations. The synthesis of this study was informed by themes found from a composite 
analysis of the two individuals accounts of their hallucinations. Some of these themes relate and 
support past research and writing on hallucinations, schizophrenia, and related treatment. The 
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following is a discussion about each of these themes in relation to the literature found on the 
subject. 
Confusion, doesn’t make sense and want to figure it out 
Individuals with a diagnosis of schizophrenia can experience confusion due to the 
disorienting, ambiguous, and nonsensical aspects of the content of their hallucinations and 
sensations related to their experience. They may question what they perceive, where it is coming 
from, and why it is happening. They may believe that what they are experiencing is authentic but 
also sense some part of the experience is false. One research participant explained a conflict of 
being mutually aware that his grandmother was deceased but also perceiving the experience of 
her apparition as authentic. Having experiences that do not add up logically can lead individuals 
to check their perceptions with their own senses and logic or ask other people if they also 
perceive the experience. The confusion can lead to trying to make sense of the experiences, which 
can lead to the development of delusional thinking, another identified symptom of schizophrenia 
(Picchioni & Murray, 2007).  
Desire to escape and to isolate away from others 
Individuals with a diagnosis of schizophrenia can experience their hallucinations as 
intrusive as the hallucinations can “come out of nowhere.” Individuals may fear this intrusion and 
therefore try to hide away from the hallucinations somewhere that feels safe to them. 
Hallucinations can crowd the senses and therefore make it difficult to operate socially and carry 
on communication with others. There is a desire to isolate and retreat away from other people. 
The desire to isolate can be reinforced by negative reactions from other people to the seemingly 
bizarre behaviors of an individual who may be responding to their hallucinations.  
An extreme manifestation of a desire to escape from hallucinations is the formation of 
suicidal ideations and acts. About 40% of individuals diagnosed with schizophrenia attempt 
suicide in their lifetime (Corr, Dunne, Kapil, Miller & Moon, p. 13; The Internet Mental Health 
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Initiative, 1996-2010). Each individual interviewed in this study admitted to active and passive 
attempts to want to die to escape their hallucinatory experiences.  
While those that participated in this study did not have a history of drug abuse, first-hand 
accounts of individuals diagnosed with schizophrenia explain substance abuse as a means to self-
medicate, alleviate, and therefore escape from the experience of hallucinations (Berman & Steele; 
2001; Corr, Dunne, Kapil, Miller & Moon, 2008; Schiller, 1977).  
Difficulty in communicating about the experience 
It was difficult for participants to explain the full extent of the experience of 
hallucinations utilizing solely speech or drawing. It was likewise difficult to express the auditory 
component of hallucinations without writing “talking” or using words and sounds to emulate the 
experience. Individuals relied upon hand gestures and physical imitations of their hallucinations 
to indicate where in space a hallucination occurred and to indicate the animation of a 
hallucination.  
The creation of artwork facilitated dialogue primarily on visual aspects of the experience 
of hallucinations and aided in discovering the difficulty of translating the experience to another 
mode of expression. Individuals diagnosed with schizophrenia can exhibit limited expression of 
speech and movement (Kaplan & Sadock, 2007). Research on the use of art therapy in 
schizophrenia affirms that the use of art can help facilitate verbal communication in a client 
limited in this type of expression (Noronha, 2013; Morrow, 1985).  
Extra perceptions in addition to perceptions of a shared reality 
Hallucinations exist as perceptions that are in addition to that of what may be considered 
responses to shared reality with others. Participants in this study described experiencing 
hallucinations in addition to external stimuli. They described being distracted by their 
hallucinations during communication with others. They described significant increase of 
hallucinations as causal to disorientation to time and place. Hallucinations have been described as 
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“having a constant headset on, and at the same time that there are people making demands on you 
to have an ordinary life” (Steele & Berman, 2001, p. 188).  
It has been described that alterations of the senses and inability to sort, interpret and 
respond to sensations are features of the disorder of schizophrenia (Torrey, 2013). This confusion 
of the illusion of hallucinations and reality can been described as a misattribution of internal 
stimuli (Boksa, 2009). A participant described, “You have to keep your one foot in reality and 
one foot in fantasy. You gotta keep them separate. Because you get them mixed up.” 
Flexible and ambiguous content 
Participants in this study could not always identify the content of their hallucinations. 
Most hallucinations were described as being ambiguous, making them barely discernable, 
including perception of sounds such as mumbling and music that they had never heard before and 
bizarre visuals and perceptions of colors. Oftentimes the content was animated and changed. 
Participants identified the hallucinations as originating from themselves but their lack of 
identification with some of the content of the hallucinations expressed a feeling of otherness 
within the experience. 
Participant’s drawings of the experiences of hallucinations indicated spatial confusion of 
where hallucinations were, whether above, below, in front of or behind. In identifying 
representations of people, gender was fluid and identity was interchangeable. Other 
representations in pictures were described as one thing or another and therefore indefinite in their 
meaning. The Expressive Therapies Continuum explains that “illogical or incomplete spatial 
relationships, loss of conceptual meaning, and extreme poverty of image” are indicators that 
appear within artwork to represent reduced cognitive processes that can occur within 
schizophrenia (Hinz, 2009, p. 209).  
Involvement of different senses and/or multiple senses 
Individuals with a diagnosis of schizophrenia can experience hallucinations as auditory, 
visual, tactile, olfactory, gustatory, and multisensory in which the hallucination exists in several 
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senses combined (Kaplan & Sadock, 2007, Chesterman & Boast, 1994). Auditory hallucinations 
are the most prevalent type of hallucinations experienced in the case of schizophrenia, and 
individuals were included in this research study based on the criteria that they had experienced 
hallucinations in this modality (Mayberg, Nicolson, Nemeroff, & Pennell, 2006).  
Participants expressed having had auditory, visual, olfactory, tactile, and multisensory 
hallucinations but both denied any hallucinatory gustatory sensations. Auditory hallucinations 
sounded like mumbling, conversations, or music. Visual hallucinations were in color and 
sometimes animated. One participant explained auditory hallucinations to be the “worst form of 
schizophrenia” and indicated that their first experience of hallucinations were a mixture of 
auditory and visual perceptions. Another participant indicated that visual perceptions were the 
most prominent of their hallucinations and explained that these were the first kind of 
hallucination that they had ever experienced. Later life experiences of hallucinations by both 
individuals included olfactory and tactile sensations. Olfactory hallucinations smelled like 
burning. Tactile hallucinations felt like a being touched or tenderness on the body.  
It was rare that there was a meaningful connection between the multiple sensory modes 
of perception in most hallucinations experienced and participants expressed visual, auditory, 
tactile and olfactory hallucinations as disconnected in terms of their content. Contrary to this was 
the apparition of a deceased loved one. This type of hallucination coherently occurred in multiple 
senses at once as an animated visual and interactive. 
Loss of ability to fully orient to a shared reality 
Individuals with a diagnosis of schizophrenia who experience hallucinations experience 
extra perceptions, which make it difficult to completely orient to a shared reality. One participant 
expressed “I was looking over there at my Mom” during the drawing portion of the interview and 
expressed distraction by frequently asking for the researcher to repeat what they had said. 
Another participant explained how they had interacted and responded to an apparition of a loved 
one in the middle of a conversation with a friend until the friend interrupted them. 
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Hallucinations may make daily routines difficult to endure as they can intrude upon an 
individual’s daily experience (Corr, Dunne, Kapil, Miller, & Moon, 2008). The desire to want to 
respond to internal stimuli of hallucinations may distract one from being able to be present with 
others. Confusion of what is hallucination and reality may be experienced. Hallucinations may 
cause the individual to want to isolate away from others. 
Loss of autonomy requiring assistance and care 
Individuals with a diagnosis of schizophrenia can experience a loss of autonomy due to 
the unpredictable and disorienting aspects of having hallucinations. Hallucinations may 
contribute to dysfunction in social and occupational roles, which is part of diagnostic criteria for 
schizophrenia (American Psychiatric Association, 2013). Social and occupational dysfunction can 
include social withdrawal, distraction, lack of motivation and a regard of ordinary routines as 
stressful (Corr, Dunne, Kapil, Miller, & Moon, 2008). 
 Individuals may feel discouraged in attending to their daily routines because of the 
presence of hallucinations. The experience of hallucinations may be confusing and individuals 
may rely upon others to check if what they perceive is real. Individuals may be unaware when 
they are consumed by an increase of hallucinations. Participants in this research study have relied 
on the of support of family, doctors and mental health professionals to “tell me I need to go to the 
hospital when I do” and “keep me grounded into reality.”  
 Trust and reliability in those who provide support and guidance is critical to receiving 
appropriate mental health care for the disorder. Of those diagnosed with the illness of 
schizophrenia in the United States, around 40% do not receive treatment with reasons including 
uncertainty of where to go for help, mistrust of help, and unawareness of their illness (Corr, 
Dunne, Kapil, Miller, & Moon, 2008, p. 13; The Internet Mental Health Initiative, 1996-2010). 
Medication and coping strategies 
Both participants in this study rely on medication as the primary way of managing their 
experience of hallucinations. Medications keep the hallucinations “at bay” and are “calming.” 
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While the medications are most effective of all strategies to reduce hallucinations participants 
explained “even with the medicine at times these events like to skip in.” This is supported by 
evidence that hallucinations can persist in 25-50% of individuals that adhere to the medication 
that they are prescribed (Aleman & Larøi, 2008). 
Medication compliance in the case of schizophrenia tends to have a non-adherence range 
of 41-50% (Aleman & Larøi, 2008). The relationship with medication differs per individual. One 
participant in this study “didn’t like it and decided not to take it” but this decision led to an 
increase of hallucinations and therefore inpatient hospitalization. This participant mentioned 
unwanted side effects that they experienced including weight gain and seizures. Another 
participant felt more willing to adhere to medication but had a history of trying many 
unsuccessful folkloric remedies at the suggestion of family prior to taking medication, so 
therefore experienced much relief from the medication by contrast.  
Participants in this study mentioned coping strategies such as hiding from hallucinations 
and hiding their hallucinations from themselves, resting and remaining calm until hallucinations 
passed, interacting with hallucinations, blocking them out (as in placing hands over ears or 
closing eyes), distraction by sound or activities, self-talking, and talking with others. Most of 
these strategies were self-initiated reactions to the experience that they found to be useful. 
Participant’s therapists suggested that they communicate about experiences of hallucinations with 
others but overall participants largely relied on self-help strategies to cope with their 
hallucinations.  
One participant expressed that they would appreciate receiving more advice on handling 
their hallucinations. The researcher noticed a lack of treatment strategies that were employed to 
modify and reduce hallucinations of research participants versus those available in literature. 
Psychotherapeutic interventions including cognitive behavioral therapy, acceptance and 
commitment therapy, attentional training techniques and competitive memory training have been 
shown to reduce the frequency of hallucinations and resolve distress associated with them 
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(Aleman & Laroi, 2008; 2011). Psycho-educational resources list a variety of coping strategies, 
which are classified as distraction, focusing, and meta-cognitive techniques and the “modification 
of behavior and modification of sensory input” (Aleman & Larøi, 2008, p. 189; Herman, 2013).  
Past experiences effect on quality of hallucinations 
Participant’s past experiences such as trauma and loss influenced the nature of their 
hallucinations. Experiences of trauma and loss have psychological and emotional effects. 
Emotion has been shown to play a role in influencing the nature of hallucinations and it has been 
demonstrated that individuals who experience depression and low self-esteem classify their 
hallucinations as more distressing (Aleman & Larøi, 2008).  
One research participant who had experienced sexual trauma in the past encountered 
hallucinatory content that was horrific including tactile sensations and visuals that were more 
frightening than bizarre. It has been identified in former research that abuse survivors who have 
psychosis experience hallucinations “frequently related to the abuse, such as consisting of 
flashback elements, concrete details of episodes of traumatic victimization, increased reference to 
evil or to the devil, or a tendency to view auditory hallucinations as malevolent” (Aleman & 
Laroi, 2011, p. 208). 
Death of a loved one led to apparitions of the deceased for both individuals included in 
this study. Hallucinatory appearances of deceased loved ones can therefore be understood as a 
function of loss and processing of emotions related to grief. The experience of loss can induce 
hallucinations in non-psychiatric populations and grief or bereavement hallucinations have been 
described for many as existing in one sense or multisensory (Sacks, 2012). It is notable that the 
hallucinations of loved ones, for both participants in this study were the most fully formed, 
interactive, and multisensory of all hallucinations that they had experienced. 
Problem and something wrong/illness/punishment 
Individuals with a diagnosis of schizophrenia who experience hallucinations may 
interpret the meaning of their experience as a problem, something wrong with them, or as a 
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punishment. There are indications that the social, cultural, and spiritual affiliation of an individual 
can influence how they may perceive their hallucinations (Jones, Guy, & Ormond, 2003). The 
two individuals that were interviewed in this study both have been in treatment at a mental health 
facility, which perceives their diagnosis of schizophrenia as a disorder and hallucinations as 
symptoms of that disorder.  
Hallucinations can cause individuals to become confused between reality and what 
appears as a hallucination. One participant explained the solution was to “keep one foot in reality 
and one foot in fantasy.” Clarifying a distinction between reality and imagination, and finding 
pathology in confusion of the two is a western value (Aleman & Laroi, 2008). It can be assumed 
that the interpretation of the meaning of hallucinations in each account was informed by social 
and cultural perceptions of the experience including the influence of mental health treatment, 
cultural norms, and social stigma. 
Rarely talked about because of fear of judgment from others 
Schizophrenia and its symptoms are typically not fully understood by the general public 
(Torrey, 2013). Most impressions about schizophrenia come from news media, and there is a 
tendency to represent the disorder in media as associated with violent crime (Torrey, 2013). 
Individuals who experience hallucinations may not discuss their hallucinations with others due to 
fear of how the other person may react to them. Participants in this research spoke about 
discriminately disclosing only to those that they could trust. Both participants experienced loss of 
relationships due to others finding out about their diagnosis of schizophrenia and related 
hallucinations. Both experienced a lack of intimacy in their relationships due to feeling that they 
could not share all of their experiences with others. One participant repetitively expressed 
apprehension about disclosing their experience of hallucinations to a friend, as they feared 
judgment and loss of the friend as a result. 
Unpredictability, sometimes leading to paranoia 
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Hallucinations are perceived as being of the self, though individuals with schizophrenia 
that experience them do not feel that they have control over the experience. This unpredictability 
can lead to paranoia towards the experience, as the person fears when the next hallucinatory 
experience will occur, the duration of it, and what the content will be. Elyn Saks (2007) noted 
“psychotic people who are paranoid do scary things because they are scared” (Saks, 2007, p. 97). 
Constantly fearing ones own mind can lead an individual to isolate from others or adopt what 
may seem as bizarre behaviors in an effort to cope with the intrusion of the experience. 
Aspects in the art making process 
 A composite analysis of the artwork and open-ended interview were integrated into the 
essential revised themes of the experience of hallucinations. It is important to note that some 
findings were enhanced from the expression of making art and would not have been as prominent, 
or discovered at all without the art making process.  
Individual’s artwork expressed the isolating quality of the experience of hallucinations. 
Drawings of hallucinations solely represented the hallucinatory experience, and did not include 
any context of place that hallucinations occurred though this was mentioned in the explanation of 
the drawing. The prominence of hallucinations and absence of context in the drawing suggested 
the prominence of internal stimuli over external and a distortion of reality. 
 Ambiguity, flexibility, and confusion were more prominent in the drawings then in verbal 
expressions in the open-ended interview. Individuals expressed spatial confusion during the 
drawing process. When explaining pictorial representations, identity and gender of individuals 
including self-representations were fluid. Some hallucinations were unidentifiable and 
participants speculated that they had the ability to represent multiple things. These representations 
expressed how difficult the experience of hallucinating was to define and also how unattached 
and unrelated individuals felt in association to the content of some of their hallucinations.  
	  	  
144	  
 The creation of art led to discussion of feeling states in regard to hallucinations. Affect 
was described by color use and review of the drawings elicited statements about feeling scared 
and sad in regards to hallucinations. Traumatic memories emerged. 
Being asked to draw the experience of hallucinations facilitated spontaneous dialogue 
and led both participants to the use of other modes of expression to explain hallucinations. It 
became clear through this demonstration that participants found it easier to express the experience 
in the modality that it occurred versus translating it to another. The written word “talking” was 
used to describe the auditory component of hallucinations and participants used words and sounds 
to emulate the experience. Individuals relied upon hand gestures and physical imitations of their 
hallucinations to indicate where in space a hallucination occurred and its animation.  
Being asked to draw facilitated the process of expressing and explaining the 
hallucinations of both participants. While explaining drawings, each participant also expressed 
concern with the accuracy of their representations, color choices, and if the researcher could 
decipher what the representations looked like. The relationship with drawing as a means of 
expression varied per participant as one participant was more inhibited in expressing in this 
manner than the other. It was clear that the use of drawing created more dialogue about the 
hallucinations sometimes making them easier to explain and other times by prompting an 
explanation of the limitation of drawing to represent the experience. 
Interpretation of Drawing Directives 
There were varying responses to each drawing directive that was presented in this 
research, each which sought to explore a different facet of the experience of hallucinating. The 
first allowed each individual to interpret an open-ended directive to draw what the experience of 
hallucinating was like. Both participants chose the media of oil pastel to complete their first 
drawing. The media of oil pastel inherently has fluid and affective qualities (Hinz, 2009). It can 
be considered that the use of media and open-ended directive elicited an affective response. 
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The second drawing directive, to draw the experience of hallucinating in relation to the 
figure, elicited a more concrete response. Both individuals chose the “resistive,” more structured 
media of pencil (Hinz, 2009, p.31). Both also chose a template of a figure that was horizontally 
oriented, which indicated an emphasis on environment and provided more space for what 
surrounded the figure. This could be interpreted as a practical consideration to be able to include 
indication of hallucinations in the space around the figure, but also can be considered avoidance 
of focusing on a portrait orientation of the figure and the self. 
In being provided a mandala template and permitted to draw what they would like to, 
each represented utopian themes, one of escapism and the other of better times. Media choice 
varied. 
Clinical Implications 
 This study was designed to understand the experience of hallucinations in adults with a 
diagnosis of schizophrenia, from their perspective. The composite essential structures found in 
this research can suggest clinical implications for care of individuals who are experiencing 
hallucinations as related to the diagnosis of schizophrenia. Findings of this research reflect the 
experience of individuals that have taken part in long-term outpatient therapy and manage their 
persistent hallucinations with medication. The following suggestions for art therapists and other 
clinicians are therefore most pertinent to individuals who manage chronic symptoms of 
hallucinations while seeking long-term outpatient care. 
Emphasis on coping strategies and focus on hallucinations as part of treatment, addressing: 
• Extra perceptions in addition to perceptions of a shared reality 
• Medication and coping strategies 
• Unpredictability, sometimes leading to paranoia 
Hallucinations are perceived as a symptom of the disorder of schizophrenia, and primary 
treatment of this symptom is through pharmacotherapy with antipsychotic medication (Kaplan & 
Sadock, 2007; Frith & Johnstone, 2003). It is known that 41-50% of individuals with diagnosis of 
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schizophrenia do not adhere to taking medication that they are prescribed (Aleman & Larøi, 
2008). Findings from this research indicate that factors such as side effects and not trusting 
mental health professionals who prescribe medication can contribute to lack of adherence. 
Participants in this study experienced hallucinations even when compliant with medication that 
they were prescribed. This finding supports prior evidence that hallucinations persist in 25-50% 
of those who are adherent to prescribed medication (Aleman & Larøi, 2008). While the use of 
medication was reported in this study as being most effective in reducing and partially 
eliminating hallucinations it cannot be assumed that solely emphasizing medication adherence or 
referral to increase or alter medication is enough to manage the experience. Clinicians can help to 
normalize the experience of persistent hallucinations by explaining to clients that they may occur 
and that it can be beneficial to rely on other means of therapeutic and coping strategies. 
Literature suggests that there are a variety of therapeutic strategies to employ as a mental 
health professional working with an individual diagnosed with schizophrenia who is experiencing 
hallucinations. Psychotherapeutic treatments are acknowledged as being effective in reducing or 
alleviating hallucinations (Aleman & Larøi, 2008; 2011). These include cognitive behavioral 
therapy, acceptance and commitment therapy, attentional training techniques, and competitive 
memory training (Aleman & Larøi, 2008; 2011). Other strategies that can be employed include 
psychotherapeutic appraisal interventions and hallucinations-focused integrative treatment, which 
includes the combination of “CBT, supportive counseling, psychoeducation, coping training, 
mobile crisis intervention, and antipsychotic medication” (Aleman & Larøi, 2008, p. 203). It is 
suggested that mental health professionals working with individuals experiencing hallucinations 
should train to employ these techniques or refer eligible individuals to these services and 
resources. 
Findings from this study suggest that participants learned coping strategies through 
reactions to the hallucinations that proved to be successful for them. While some self-learned 
coping strategies can serve to help individuals integrate the experience, it can be expected that 
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poverty of coping strategies can lead individuals to find maladaptive solutions such as isolation, 
substance abuse, and suicide. It is therefore suggested that mental health practitioners assess the 
frequency, content, and impact of hallucinations that their clients experience and provide and 
reinforce a diversity of coping strategies for those in their care. Coping strategies available in 
former literature include distraction, focusing, modification of behavior, modification of sensory 
input, and meta-cognitive methods (Aleman & Larøi, 2008; Herman, 2013; Torrey, 2013). Should 
clinicians discover other coping strategies that do not fit these classifications, these findings 
should be noted and distributed. 
 Clinicians should be sensitive to the overload of sensations that those with hallucinations 
may sometimes experience and therefore be reminded to have patience for those who are in their 
care. Clients may become distracted because of their hallucinations. It is therefore necessary to 
offer clear communication, check in with a client to ensure they understand communication, and 
repeat communication as necessary. 
 Clinicians can be empathetic witnesses to the oftentimes, frightening intrusion of 
hallucinations. Clinicians will not be able to directly observe the alterations of perceptions that 
their clients experience but can encourage them to disclose their perceptions and be empathetic to 
the feelings that their clients may have as a result of this experience, and therefore be supportive 
in times of fear and paranoia. 
Creative expression as means to express experience, addressing: 
• Involvement of different senses and/or multiple senses 
• Difficulty in communicating about the experience 
Auditory hallucinations are the most prevalent of hallucinations that have been reported 
on in research of schizophrenia (American Psychiatric Association, 2013, Nicolson, Mayberg, 
Pennell, & Nemeroff, 2006; Sacks, 2012). Because of emphasis on auditory perceptions in prior 
research, this study was formulated with the bias that auditory hallucinations were the most 
prominent for individuals with a diagnosis of schizophrenia. It is well known that hallucinations 
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can be perceived as auditory, visual, tactile, olfactory, gustatory, or multisensory in which 
hallucinations exist in several senses combined (Chesterman & Boast, 1994; Kaplan & Sadock, 
2007). This study indicates that while auditory perceptions can be the “worst form of 
schizophrenia” as described by one participant, the experience of hallucinations associated with 
schizophrenia can take many sensory and perceptual forms. It is suggested that clinicians 
therefore assess for all types of alterations of perceptual experiences to better understand the 
phenomena of hallucinations as they occur per individual. 
Findings from this study indicate that it is easier to express the experience of 
hallucinations in the modality that they occur versus translating to another. The written word 
“talking” was used to describe the auditory component of hallucinations in drawings and 
participants used words and sounds to emulate the experience. Individuals relied upon hand 
gestures and physical imitations of their hallucinations to indicate where in space a hallucination 
occurred and its animation. Drawing facilitated dialogue on the visual aspects of the experience. 
It can be indicated that utilizing creative means of communication can aid in the expression of the 
experience of hallucinations. Clinicians trained in creative arts therapies, including movement, 
music, and art can be employed to facilitate, be present with, and help an individual organize this 
communication.  
Focus on meaningful social support, addressing: 
• Loss of autonomy requiring assistance and care 
• Desire to escape and to isolate away from others 
• Rarely talked about because of fear of judgment from others 
• Loss of ability to fully orient to a shared reality 
Individuals with a diagnosis of schizophrenia may isolate as a means of coping with the 
experience of hallucinations. Isolation can impair social relationships. An individual may fear 
intimacy with others as expressing their experiences of hallucinations may lead to judgment from 
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others. It is important that clinicians acknowledge the importance of their trust and support 
especially in light of social dysfunction and stigma that individuals may experience.  
Clinicians may represent a primary relationship for those in their care. Professional 
boundaries are necessary but it is important that clinicians interact in a caring way that fosters 
trust. Wadeson (1987) suggests that art therapists engage in art therapy with individuals in acute 
stages of schizophrenia tolerating what seems as outwardly bizarre behavior in an effort to 
establish trust for later sessions (Wadeson, 1987). This demonstration of humanistic, 
unconditional positive regard can be generalized to any therapeutic treatment of schizophrenia 
and hallucinations, as building of trust is an essential component to the therapeutic relationship. 
Clinicians can encourage expression of hallucinations and be empathetic to their client’s feelings 
towards the experience. Clinicians can encourage participation in individual and group treatment 
while being sensitive that a client’s adherence to what is recommended in treatment is a signifier 
of the loss of autonomy that emerges as a result of diagnosis of schizophrenia and related 
hallucinations.  
Meaning making and meta-cognitive techniques, addressing: 
• Confusion, doesn’t make sense and want to figure it out 
• Problem and something wrong/illness/punishment  
• Past experiences effect on quality of hallucinations 
• Flexible and ambiguous content 
The content of hallucinations may not make sense to individuals diagnosed with 
schizophrenia. Trying to make sense of the experiences, can lead to the development of 
delusional thinking (Picchioni & Murray, 2007, p. 91). The content may not have a fixed meaning 
and therefore it may be impossible to explain rationally. Findings of this study indicate that the 
nature of hallucinations can be influenced by past experience such as trauma and loss. It has been 
demonstrated that emotion can play a role in the influence of hallucinations and individuals that 
experience symptoms of depression and low self-esteem encounter hallucinations that are more 
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distressing (Aleman & Larøi, 2008). It is speculated that therapeutic focus on underlying 
emotions that inform hallucinations and resolution of past experiences can impact the nature of 
how hallucinations are experienced, and lead to a decrease in distress overall for a client. It is 
recommended that clinicians integrate a trauma-focused approach especially in the care of 
individual’s who experience horrific hallucinations and who may also indicate to have had a 
history of traumatic experience (Aleman & Laroi, 2008). 
Participants in this study considered their hallucinations a byproduct of something being 
wrong with them and indicated that the experience was perceived as being a problem. It can be 
assumed that the impact of perceiving that there is a problem with oneself can lead to emotional 
and psychological disturbances including that of low self-esteem. Encouraging the use of meta-
cognitive techniques can help a client understand the meaning of the experience of their 
hallucinations and help explore and correct distortions of thought that may be self-defeating. 
Meta-cognitive methods of coping strategies include schema-focused techniques, acceptance, 
assertiveness, understanding the experience through a biological or cultural model, using positive 
logging against negative beliefs, and creating lists of achievements or positive experiences 
(Herman, 2013).  
Implications for Art Therapists 
Creative modes of communication 
Findings support prior research and clinical findings that asking clients to describe the 
experience of hallucinations in drawings yields rich accounts of the person’s experience through 
the images and associated verbalizations (E. Hartzell, personal communication, July 1, 2014; 
Wadeson, 1980). Art therapy literature indicates that drawing also facilitates verbal 
communication in clients with a diagnosis of schizophrenia who may be limited in this type of 
expression (Kaplan & Sadock, 2007; Morrow, 1985; Noronha, 2013). This study found that 
drawing triggered spontaneous dialogue and helped participants to express their experience of 
hallucinations. Findings however also indicate that solely drawing and verbalizations can be 
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limiting for the expression of the complex multisensory hallucinatory perceptions that an 
individual with schizophrenia may experience. Participants found it easier to express their 
experiences through the modality in which they occurred. Clinical implications suggest that 
drawing should be continued to encourage communication of the experience, but other modes of 
expression should be considered to allow individuals to express themselves most effectively. This 
could be attained by other modalities of expression such as sound and movement and introduced 
and facilitated by a dance movement therapist or music therapist. 
Expression of emotion  
Qualitative research suggests that art therapy helps in emotion expression, developing 
creative potential, and supporting and facilitating an integrative process for individuals with a 
diagnosis of schizophrenia (Gajic, 2013). The use of art mediums can help a client in “speaking 
more, expressing feelings and gaining better insight” (Noronha, 2013, p. 89). Findings from this 
study support part of these former findings as participants readily identified feeling states 
associated with their experience of hallucinations when they were reviewing how they expressed 
the experience in the form of drawing. Externalizing the experience by means of artistic 
expression and specifically that of drawing allowed participants to reflect on how they were 
affected by the experience and therefore communicate that more effectively to the researcher. Art 
therapists can encourage expression of hallucinations in order to understand more fully the impact 
of them on their client’s emotions and psyche. Participants in this study indicated that being given 
the opportunity to express the part of themselves that hallucinates to a trustworthy clinician, was 
relieving. 
Utilizing phenomenology and the perceptual component of the ETC 
Participants indicated themes of isolation, ambiguity, flexibility of meaning, and 
confusion in the content of their drawings. The portrayal of hallucinations denied any indication 
of the context in which they occurred. This emphasized how prominent these experiences were in 
comparison to the surroundings they took place in. This also provided a concrete reference to the 
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diminishment of external reality that occurs when there is a focus on internal stimuli. Use of the 
Expressive Therapies Continuum (ETC) finds that individuals who have a diagnosis of 
schizophrenia typically overuse the symbolic component of their self-expression, as demonstrated 
by thoughts that are “idiosyncratic or strange” and “not related to reality” (Hinz, 2009, p. 161). 
The Expressive Therapies Continuum outlines tasks that are focused on reality orientation 
through the engagement of a client’s perceptual component (Hinz, 2009). Directives include 
asking clients to perceive and describe their surroundings in art media to “increase and make 
contact with the external reality of their environment” (Hinz, 2009, p. 90). Betensky’s 
phenomenological art therapy approach to processing the art of individuals with a diagnosis of 
schizophrenia suggests that the therapist asks the question “what do you see?” to reinforce 
emphasis on “grounding imagination in the world outside the artists thoughts and feelings” 
(Malchiodi, 2003, p. 278). A clinical suggestion for art therapists is to direct individuals to 
observe their surroundings, express their observations, and furthermore verbally explain what 
they perceive, including the presence of hallucinations.  
Limitations and Delimitations of the Study 
 Limitations exist in this study. Two eligible participants were available for this research. 
The amount of participation in this study could be considered limiting to the research. 
Participants were from the same treatment facility and both have been lifelong residents of 
Philadelphia so may also share a similar cultural and social perspective of their experience of 
hallucinations, which may or may not be particular to the included sample. Participants diagnosis 
of schizophrenia with the feature of hallucinations was confirmed by each individual and their 
therapist but it is unknown if participants had any co-morbid disorders which may have 
influenced the results of the research.  
 Limitations to this study include the data collection methods including the selected art 
directives and open-ended questions, which may have limited participants from expressing their 
experience as fully as they would like to. Limitations specific to art making involve each 
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participants reaction to the art making materials offered and any limitations of those materials in 
expressing the experience of hallucinations. Limitations to the interview questions involve 
information that may have been withheld on account of what was not asked about the experience 
of hallucinations. While the researcher made attempts to include information that was conveyed 
in yes or no answers by the research participant, some meaningful statements may have been lost. 
Data reporting also did not capture much of the nonverbal aspects and pace of the verbal 
interview. The epoche served to acknowledge and prevent researcher bias, although it is possible 
that the perspective of the researcher influenced what data was highlighted in the analysis and 
reporting of findings. 
 Delimitations to this study include the researchers focus on hallucinations that occur in 
the case of schizophrenia. The results of this study cannot be generalized to hallucinations that 
occur for any other reason. By limiting the research to focus on these hallucinations versus the 
entire experience of schizophrenia, there is less focus on its relationship with other symptoms of 
the disorder of schizophrenia such as delusions, and disorganization. Furthermore, findings from 
this research reflect the experience of hallucinations in individuals with a diagnosis of 
schizophrenia that have taken part in supportive therapy and manage their hallucinations with 
medication and therefore may not be able to be generalized to those who are not in treatment. 
Implications for Future Research 
The results of this study indicate several areas that could be further explored by research 
focused on the experience of hallucinations as they occur in adults with a diagnosis of 
schizophrenia.  
• Limitations of this study include focus on the experience of individuals that were in the 
same region, same mental health facility, and were of the same ethnicity. It would be 
beneficial to conduct more phenomenological studies to be able to include a more diverse 
range of participants and understand what variables could emerge based on the complex 
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identities of participants. This could potentially expand the understanding of the 
experience. 
• Participants in this study each had in the past experienced hallucinations that were 
unmanaged by medicine. Each were stabilized by use of medication during participation 
in the study. Wadeson (1980) had collected drawings of hallucinations from individuals 
with a diagnosis of schizophrenia over the course of their admittance up to their discharge 
from inpatient treatment (Wadeson, 1980). It would be beneficial to revisit this design of 
study to understand further indicators within artwork that signal increase and decrease of 
hallucinations and what art indicators appear in clients stabilized by medicine. 
• Hallucinations described in this study varied from nonsensical sounds, visuals, and smells 
that are flexible in their meaning to hallucinations of deceased loved ones that appeared 
more coherent, were perceived in multiple senses, and were animated. It would be 
beneficial to understand through research what types of hallucinatory content are 
understood versus that which is bizarre and unknown to the individual experiencing it. 
This could be assessed quantitatively by having individuals chart the sense a 
hallucination appears in and whether the hallucination is recognized or unidentifiable. 
• A finding of this research is that the expression of hallucinations in the modality that they 
occur in helps a person more accurately express their experience. Further research could 
explore the use of creative art therapies as a means of expressing the experience of 
hallucinations more effectively, therefore decreasing a client’s frustration in translating a 
complicated experience to solely verbal communication. This could be conducted as a 
comparative study that measures the effectiveness of utilizing the expression of art, sound 
and movement in therapeutic sessions involving a team of creative arts therapists. 
• It would be beneficial to chart the impact of expressing the experience of hallucinations 
over time. Participants in this study indicated relief in being able to express their 
experiences to someone that they could trust. Being able to write, create art, movement 
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and sound could therefore assist an individual in communicating more effectively and 
also externalize an experience that is otherwise experienced alone. Recommendations for 
a study include charting the amount of times that a person expresses their experiences of 
hallucinations, the content experienced and the associated impact, which could be 
measured through use of a quality of life scale. Analysis could also include an assessment 
of the frequency and content of the hallucinations as impacted by expression over time. 
• This research focuses exclusively on the experience of hallucinations as they occur in a 
diagnosis of schizophrenia. It would be worthwhile to explore phenomenology of 
hallucinations that can occur in mania, other “organic” psychoses, Charles Bonnet 
Syndrome, Parkinson’s disease, instances of sensory deprivation, altered states within 
substance use, migraines, hypnogogic states, in states of narcolepsy, and in periods of 
bereavement (Sacks, 2012). Further understanding of hallucinations as a phenomenon, 
outside of the diagnosis of schizophrenia and specifically through use of art, could 
indicate what is specific to any population that has the experience and what can be 
generalized about the experience to many populations. Knowing this difference could 
inform known expectations about the experience and therefore proper support and 
treatment strategies for clinicians including art therapists.  
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CHAPTER 6: SUMMARY 
 This study was designed to explore the lived experience of hallucinations in adults with a 
diagnosis of schizophrenia through the use of artwork and open-ended interview. The study was 
designed using a phenomenological approach in order to discover the range of experience of 
hallucination from a first person perspective, and to give that experience more subjective 
documentation. Two participants were recruited for this study from an outpatient mental health 
facility in Philadelphia, PA. Both participants were between the ages of 18-55 and both identified 
as African American. One participant was male and the other was female. Both had experienced 
hallucinations for over 20 years, and were seeking mental health treatment at the outpatient 
facility where they were recruited from, at the time of this study. 
 Data was obtained from the participants by using a brief demographic survey, the 
creation of three drawings, and an open-ended interview. Participants were asked to “draw what 
the experience of hallucinating is like for you,” select a horizontal or vertical sheet of paper with 
a template of a figure on it, consider the figure themselves and “draw the experience of 
hallucinating in relation to the figure,” and to complete a mandala drawing with a verbal prompt 
to “fill the circle with what you would like to.” Following each drawing participants were asked 
to describe associations, thoughts and feelings to what they had created. An interview was then 
conducted through a series of open-ended questions about the first occurrence of hallucinations, 
frequency, meanings attributed, individual coping strategies, and treatment received related to 
hallucinatory experiences. 
Data was analyzed utilizing phenomenological research methods outlined by Moustakas 
(1994). Interviews were audio recorded and then transcribed and coded for themes. Themes were 
organized into charts with the listing of associated statements and relevant features within the art, 
a textural description was produced, then imaginative variation in art and words, and finally 
revised themes which informed a structural description. A composite analysis of both of these 
individual findings, using the same data analysis method, led to the finding of composite 
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structural themes. The composite themes include meanings derived from art and interview that 
describe the experience of hallucinations in individuals with a diagnosis of schizophrenia: 
• Confusion, doesn’t make sense and want to figure it out 
• Desire to escape and to isolate away from others 
• Difficulty in communicating about the experience 
• Extra perceptions in addition to perceptions of a shared reality 
• Flexible and ambiguous content 
• Involvement of different senses and/or multiple senses 
• Loss of ability to fully orient to a shared reality 
• Loss of autonomy requiring assistance and care 
• Medication and coping strategies 
• Past experiences effect on quality of hallucinations 
• Problem and something wrong/illness/punishment 
• Rarely talked about because of fear of judgment from others 
• Unpredictability, sometimes leading to paranoia 
A synthesis was formed that included these themes. The synthesis addressed that time 
and space can be altered by the intrusion of hallucinations. They affect most senses and exist as 
extra perceptions in addition to those that others may share. Hallucinations can be disorienting, 
confusing, distracting, and scary. The content of hallucinations can vary given past experiences. 
There can be a desire to figure out the content of the experience. There is also a tendency to want 
to escape from the experience and also isolate and go away from others.  
It is hard for individuals with a diagnosis of schizophrenia to communicate about their 
hallucinations given their complex and bizarre nature. Uncertainty about the experience and fear 
of stigma contribute to the limitation of expression. 
Support from others is crucial for the health of individuals diagnosed with schizophrenia 
who are experiencing hallucinations. It is relieving for individuals to speak about the experience 
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with someone who they can trust. Mental health professionals, peers, family, friends, can help 
individuals cope with the experience and stay oriented to a shared reality, treat with medication, 
be empathetic to loss of autonomy, and explore thoughts of wanting to escape including thoughts 
of dying. 
Findings contribute to what is known of the experience of hallucinations in adults with a 
diagnosis of schizophrenia. Former research and literature emphasizes the prominence of auditory 
hallucinations in individuals with a diagnosis of schizophrenia, though the hallucinations 
documented in this study describe an experience that occurs within many senses. Results from the 
study were compared with that which was discovered in former research and writing and included 
in the literature review, and implications were determined for clinicians working with individuals 
with a diagnosis of schizophrenia who experience hallucinations. It is suggested by the researcher 
that clinicians focus on hallucinations as part of treatment and place emphasis on coping 
strategies when working with these individuals. Clinicians should focus on increasing meaningful 
social support for clients and also understand their role as a potential primary relationship for 
clients, given the tendency for individuals to isolate away from others, and fear judgment within 
other relationships leading to impaired intimacy. Clinicians can help clients find meaning in their 
experience of hallucinations and challenge potentially self-defeating thoughts related to their 
experience with the use of meta-cognitive techniques. It is recommended that clinicians focus on 
supporting a client’s expression of emotion and therapeutically explore any traumatic experiences 
that may influence the content of hallucinations.  
Creative arts therapies are recommended as a means to express the experience of 
hallucinations, as they can enhance the facilitation of a client’s self-expression while also helping 
a client ground their expression of self in reality. Recommendations specific to art therapists 
include the encouragement of other modalities of expression such as sound and movement to help 
effectively communicate what may be a complex, multisensory experience.  
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